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SECTION
PROFESSIONAL AUDIT
PERSONAL STUDY PLAN
Doctor of Psychology (Psych.D) in Clinical Psychology
Conversion Programme
SUSAN D. HOWARD 
Registered 25.04.94 
Registration No: 3316084
1. Overall Aims and Objectives
The Conversion Programme represents a course of continuing professional 
development covering academic, clinical and research components, thereby 
integrating theory and practice in clinical psychology. The overall aims and 
objectives of this personal study plan are to attain a greater professional 
competence in those specialist areas that are of associated relevence to my 
work as an independent practitioner. Within the study plan there is a link 
between the three areas of academic, clinical and research, which emphasises 
the role of the clinical psychologist as a scientist practitioner. As scientist 
practitioners clinical psychologists inform their clinical work from an academic 
base, and evaluate it using research tools. This study plan aims to link the 
specialist areas of psychoanalytic psychotherapy and attachment within and 
across the three levels of study.
2. Academic
My work as an independent practitioner working primarily within a 
psychodynamic framework has reinforced the importance of understanding my 
patients current life circumstances and difficulties in terms of their early 
experience. My choice of academic subject areas reflects this concern.
i) During 1993-1994 there was a substantial and highly publicised backlash 
against the increasing number of (mostly) women who claimed to have 
recovered memories of previously forgotten childhood sexual abuse. Many of 
my patients have been sexually abused as children, and although almost all had 
always been cognisant of their experience, I was also beginning to see patients 
who referred themselves to me after claiming to have recovered memory of 
abuse. At the time there was little written which brought together memory 
research and clinical practice, to enable a greater understanding of the 
phenomena. The organisation of a cross-discipline conference on Recovered 
Memory in June 1994 provided me with an opportunity and a focus for 
deepening my knowledge of this area of increasing relevance to my clinical 
work.
I!) Attachment theory has created a bridge between psychoanalytic theory and 
developmental psychology. Recently there has been an increased interest 
amongst clinicians in the application of attachment theory to clinical practice.
particularly as a method of focusing psychotherapeutic work. Within the current 
climate of health provision there is increasing pressure to find effective 
therapies that are time-limited. This review will examine the current status of this 
approach in terms of “the strengths and limitations of theory; historical 
perspectives and future directions” as proposed in the Psych.D. Regulating and 
Coursebook section on academic curriculum for psychotherapy. This review will 
also link to the clinical and research audits.
ii!) My interest in the effects of early experience on subsequent development 
has focused primarily on emotional development, and I was aware that there 
was a lack of balance in my knowledge base. I intend to partially rectify this 
imbalance through a review of the recent literature on the effects of maternal 
depression on an infant's cognitive development.
3. Clinical
As part of my continuing professional development I embarked on a 
Psychoanalytic Psychotherapy training which ran concurrently with, and which 
informed the Psych.D programme. I attended a baby observation group, and 
observed an infant during its first nine months. The clinical audit examines the 
process of baby observation as a method of creating within the observer the 
capacity for “reflective self-function”, a necessary therapeutic skill in 
psychoanalytic work, which is to do with the clinician's ability to be part of a 
process while at the same time obseving the nature of the relationship between 
him/herself and the patient.
4. Research
The research audit arose from my experience of the baby observation, when 1 
became aware that although there are now screening methods for post-natal 
depression, there was nothing available to screen mothers at risk of the 
transgenerational transmission of insecure attachment to their babies other than 
the Adult Attachment Interview (AAI) which was too lengthy and expensive to 
administer except for research purposes. Since I could find no evidence in the 
literature of self-report assessments that might capture the same dimensions of 
attachment as the AAI, I decided to begin the process of designing a new 
method of self-report adult attachment assessment. Discussion with others 
working in the field suggested that there was a considerable need for such an 
instrument, as there have been difficulties in screening target populations for 
preventative interventions with mothers and their infants.
The aim of the research audit was therefore to generate and pilot a self-report 
measure of adult attachment to be used specifically for mothers during 
pregnancy to indicate those who were likely to transmit insecure patterns of 
attachment to their baby.
SECTION II
ACADEMIC AUDIT
RECOVERED MEMORIES OF ABUSE:
TRUE OR FALSE?
A CONFERENCE REVIEW
The conference, entitled “Recovered Memories of Abuse; True or False?” was 
organised by the Psychoanalysis Unit, University College London, and the Anna 
Freud Centre, London, and took place at the Middlesex Medical School on 17 - 
18th June 1994. Since this review was written in July 1994, there have been a 
number of significant publications in the field; “Recovered Memories” (BPS,
1995): Grossman & Pressley (Applied Cognitive Psychology: Special Issue,
1994): journal articles (eg Fonagy, 1994; Andrews, Morton, Bekerian, Brewin, 
Davies & Mollon, 1995; Toon, Fraise, McFetridge & Alwin, 1996); and books 
(Scharff & Scharff, 1994; Mollon, 1966; Reviere, 1996). However, although 
these publications have drawn together much of the information referred to 
below, there has not been a substantial increase in the knowledge base from 
which this review was drawn.
Discussion about the recovered memory of childhood sexual abuse in those 
previously amnesic takes place in a social and legal climate that is highly 
charged. In their self-help book "The Courage to Heal" Bass and Davis (1988) 
state unequivocally: "If you think you were abused and your life shows the 
symptoms, then you were." This and other similar books (eg. Blume, 1990) have 
encouraged some therapists and their adult patients to seek and accept, at times 
uncritically, the diagnosis of sexual abuse in those previously amnesic of the 
event/s (Briere and Conte, 1993). Conversely, there are parents accused of 
sexual abuse who protest their innocence; they have formulated the 
quasi-medical term "False Memory Syndrome" and founded the False Memory 
Society. In the USA both sets of "victims" have sought redress through the courts 
and support from "experts": the accused parents from academic psychology and 
the adult children from their therapists.
The split within families is reflected in the debate between the "experts". Some 
psychologists (particularly those with little or no clinical experience) have 
appeared to demand a level of confidence in the evidence only obtainable from 
laboratory experiments, (Wakefield & Underwanger, 1992). By contrast, some 
therapists (particularly those unfamiliar with the findings of academic psychology), 
seem unaware of how easily false memories can be generated in some patients
(Frankel, 1988). Recently therapists have been accused of implanting false 
memories in their patients, itself a form of abuse (eg. Ramona v. Isabella and 
Rose, the Guardian, July 23 1994). At the heart of the debate is the quality and 
applicability of the experimental and clinical evidence, but there are also 
questions about who is abusing whom and the nature of truth.
Because it is an emotive issue there have been difficulties inherent in holding a 
public debate, particularly in the USA where conferences have been rendered 
untenable when alleged victims from each side have interrupted the proceedings 
(Weiskrantz, this conference).
Recovered/false memory is not an academic subject in its own right and does not 
yet have a substantial dedicated body of research. However, substantiating 
allegations of sexual abuse particularly in the USA, has become "a new cottage 
industry/profession" rife with self-proclaimed experts (Benedek and Schetky,
1987). The knowledge base is at present split between disparate academic and 
clinical groups. This conference brought together representatives from two of 
those groups: experimental psychologists prominent in memory research and 
senior members of the psychoanalytic community. The objective was to create a 
dialogue and formulate a joint understanding of the issues involved between two 
groups who rarely communicate with one another and who are historical 
antagonists (Frosh, 1989). Other groups with relevant knowledge include 
psychotherapists, developmental psychologists, psychiatrists, family therapists, 
clinical psychologists, child psychotherapists, social workers and hypnotherapists. 
My assessment of the value of the conference is based firstly on the extent to 
which the objectives of creating a dialogue and joint understanding were met, and 
secondly on the extent to which the conference adequately acknowledged the 
breadth of the academic and clinical knowledge base necessary to generate an 
informed discussion of the issues.
The experimental psychologists were Professor Alan Baddeley, FRS, Professor 
John Morton and Professor Lawrence Weiskrantz, FRS. The psychoanalysts 
were Dr Christopher Cordess, Professor Peter Fonagy, Dr Brendan McCarthy, Dr
Eric Rayner, Professor Joseph Sandler and Dr Hanna Segal, and two child 
psychoanalysts/therapists, Ms Valerie Sinason and Dr Judith Trowell. Also 
contributing were Ms Susie Orbach, psychotherapist and Dr Arnon Bentovim, 
psychiatrist and family therapist.
The majority of delegates were psychoanalytically oriented clinicians; there was 
also a substantial minority of accused parents. The conference was conducted 
according to the traditions of similar psychoanalytic conferences which have 
objectives that go beyond the sharing of academic knowledge or the 
dissemination of current research findings. Process issues such as the way in 
which the subject matter is experienced or enacted within the conference are 
important aspects of the learning process and can assume a significance equal to 
the presentation of factual material.
The conference was structured so that there were three formal presentations over 
two days, each responded to by a discussant whose objective was to answer and 
elaborate on the paper from his/her own theoretical perspective. This permitted 
significant time for discussion between delegates, presenters and discussants as 
is normative at psychoanalytic conferences. Weiskrantz, Morton and Sinason 
presented papers, and Trowell, Cordess and Orbach were the respective 
discussants. In evaluating the conference I will present material from each paper 
and discuss it sequentially; I will then assess the conference's success in meeting 
its objectives and make recommendations for future research.
Most presenters and discussants alluded to the difficulties involved iri reaching a 
consensus about the meaning of truth in relation to recovered memory of abuse. 
They drew the distinction between narrative truth and historical, legal, scientific or 
factual truth with particular reference to narrative, scientific and legal truth.
In opening the conference Sandler argued that narrative truth is the truth of the 
consulting room. As it is understood in modern psychoanalysis it is to do with the 
patient's perception of him/herself in relation to the past and the way 
reconstruction of that past provides a temporal structure for insights into present
functioning. He argued that narrative truth is not necessarily veridical, though it 
may be. Rather it is a way of linking past and present in a way that has validity for 
the patient. Thus "the operational criteria of a "memory" in the context of 
psychotherapy are orthogonal to those of the laboratory and forensic setting" 
(Orne et al, 1988)
As clinicians asserted throughout the conference, psychotherapeutic work with 
abused patients requires firstly working with uncertainty about historical truth 
while containing the patient's distress and projections within the consulting room, 
and secondly acknowledging the meaning of the abusive experience within the 
patient’s inner world while simultaneously preventing enactment in the outer 
world. Thus redress in the courts or premature and destructive family 
confrontation would be considered a failure of containment and thus a 
therapeutic failure.
Sandler's opening remarks left him open to criticisms from the psychologists 
that therapists are only marginally interested in historical truth and are willing to 
legitimise fantasy. For psychologists who work within narrow definitions of 
probability and reliability the psychoanalytic understanding of the relationship 
between narrative and historical truth was difficult to comprehend. This is partly 
because that relationship relies on unquantifiable precepts which are difficult to 
convey to those outside the psychoanalytic world, for example the concepts of 
body memory (memories enacted or experienced rather than recalled, Sinason, 
this conference) or countertransference ("the analyst's emotional attitude 
towards his patient, including his response to specific items of the patient's 
behaviour", Rycroft, 1968). Sandler was also open to accusations of being 
overconfident of the analyst's capacity to see the truth, to suspend judgement 
and to remain a impartial observer.
In his presentation Morton argued against the existence of scientific truth 
preferring to discuss science as a source of information. As I will argue later in 
this paper, the contribution of scientific psychology to the debate is, in its present
State, highly inferential, and is not sufficiently specific to invalidate allegations of 
previously forgotten childhood sexual abuse.
Legal truth was a peripheral but important concern following the recent court case 
in the USA of two therapists found guilty of implanting false memories of abuse in 
a daughter by the accused father (Ramona vs Isabella & Rose, op cit). Because 
in the adversarial system the rules of evidence are designed to exclude evidence 
that is considered unsafe or unfair it is highly unlikely that the historical truth 
about an allegation of abuse will be revealed in court (Cooke, 1990). Truth is a 
frequent casualty in the face of an interrogation that seeks to undermine the 
credibility of the witness. "The criminal trial is not the pursuit of the whole truth, 
whether it be scientific or factual truth" (Napley, 1984). In opposing counsels’ 
attempts to win the legal argument another casualty can be the original victim. 
Sinason referred to a patient of hers, a young man with a learning disability, who 
was accused by counsel of lying about being abused on the grounds that the 
defendant would not have been sexually interested in him because he wet the 
bed. The young man was further damaged (arguably re-abused) by the process 
of appearing in court and required additional therapy following a trial where the 
"truth" of the allegation was affirmed and the defendant found guilty.
Weiskrantz presented first, a paper entitled "Memories of Abuse or Abuse of 
Memories?". He argued for the overriding predominance of false memories in 
those previously amnesic of the abuse. He was sceptical of the capacity of 
clinicians to address the issue objectively and began his paper combatitively, 
claiming without reference to his source that 28% of therapists can resurrect 
memories from past lives! This opening salvo set the tone for both his 
presentation and his later contributions to the discussion.
Weiskrantz's paper went beyond the presentation of relevant memory research, 
and included the demography of the 10,000 families belonging to the American 
False Memory Society. He argued that recovered memory is a sociological 
phenomenon where those making the accusations are the middle-class, early 
middle-aged who have access to therapists. He considered access to a therapist
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the single most important variable in the diagnosis of False Memory Syndrome, 
and inferred that therapists are regularly implanting false memories in their 
patients. However, causation cannot be inferred on the basis of association, as 
Weiskrantz himself was to assert with respect to other research. Patients also 
enter therapy following the recovery of memory (McCarthy, this conference).
Weiskrantz reported that 50% of the abuse was alleged to have occurred below 
the age of four years and 25% below the age of two (ie during the period of 
infantile amnesia, Conway, 1990) and that recovered memories have been 
detailed in a completeness that is inconsistent with the findings of memory 
research (Conway, 1990). He regarded as inadmissible any memories recovered 
with the aid of hypnosis. He argued that together this evidence was conclusive of 
the generation of false memories amongst members of this group. Certainly, 
increased suggestibility, hypnotic hypermnesia, confabulation and overconfidence 
in the accuracy of recall are well documented (Bowers, 1990; Bowers and 
Hildergard, 1988; Kihlstrom and Barnhardt, 1993; Orne, 1988) as is the capacity 
to generate false memories under hypnosis (Barnier and McConkey, 1992). 
However, while the use of hypnosis increases the probability that memories in 
this group have been augmented or falsely created, it does not exclude the 
possibility that there was an existing historical memory.
Weiskrantz made no attempt to account for the finding that 50% of those 
recovering memories recalled abuse after the period of infantile amnesia, when 
declarative memory is beginning to mature (Clyman, 1992) or that not all subjects 
had been hypnotised. Neither did he acknowledge the difficulties inherent in 
taking what he himself considered a sociological phenomenon and uncritically 
applying research findings cross-culturally. If False Memory Syndrome is partly a 
sociological phenomenon in the USA, it cannot be assumed that the same 
cultural forces apply in Britain, where there are different cultural norms reflected 
in the fact there are only 300 families in the British False Memory Society.
During the remainder of his presentation, Weiskrantz afforded a largely ignorant 
audience a comprehensive overview of many relevant issues from memory
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research: repression and memory (Davis, 1990; Erdeiyi, 1990, 1993); functional 
amnesia (Orne et al 1988); hypnotic age regression (Perry et al 1988); infantile 
amnesia (Clyman, 1992; Conway, 1990); hypnotic amnesia and hypermnesia 
(Kihlstrom and Barnhardt, 1993); the effect of suggestion on children's memory 
(Benedek and Schetky, 1988); the existence of different memory systems 
(Clyman, 1992; Conway, 1990; Kihlstrom and Barnhardt, 1993); the controversy 
surrounding flashbulb memory (Christianson, 1993; Loftus and Kaufman, 1993).
However he continued to favour material which was consonant with the notion of 
"abuse of memory". For example, on the basis of Holmes (1990) assertion that 
"there is no controlled laboratory evidence supporting the concept of repression", 
he dismissed the notion of repression (central to the psychoanalytic formulation of 
recovered memory, Freud, 1916-17) as a mechanism that might account for the 
uncovering of previously "lost" memories, arguing that most trauma survivors 
cannot forget their experience and that where memory loss does occur it is as a 
result of ordinary forgetting. He not only oversimplified a complex argument, 
(Bower, 1993; Edelson, 1993) but omitted to acknowledge recent recognition by 
cognitive psychologists of common ground between the Freudian notion of 
repression and the psychological concept of filtering or coping with distressing 
material (Bonanno, 1990; Clyman, 1992; Erdeiyi, 1993).
Repression has been notoriously difficult to reproduce in the laboratory (Davis, 
1990; Geisler, 1986); realistic reproduction of repression-inducing situations may 
require subjection to an unacceptable level of trauma (Erdeiyi, 1993). However, 
the fact that a phenomenon may only be reproducible through unethical or 
impractical methods does not invalidate its existence (Edelson, 1990). Were this 
the case we might argue that child abuse itself does not exist as it is not a 
phenomenon reliably reproduced in the laboratory. Again, Weiskrantz made no 
reference to these difficulties and attempts to overcome them (eg Geisler, 1986).
Weiskrantz made passing reference to different memory systems, arguing for the 
predominance of falsely generated memory on the basis of research involving 
declarative rather than procedural memory (Conway, 1990, Tulving, 1985). He did
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not acknowledge that other memory systems may have relevance our 
understanding of recovered memory. For example, by selectively not thinking of a 
distressing event sexually abused children may, over time, retain awareness of 
abuse in procedural memory and therefore "remember" an episode that has been 
"forgotten" in declarative memory (Clyman, 1992; Erdeiyi, 1993). Further research 
into understanding procedural memory (often referred to as "body memory" by 
psychoanalysts) and it's relationship to declarative memory is, in my opinion, 
germane in attempting to understand the findings of the consulting room which 
strongly indicate that memory of experiences are frequently contained outside of 
the declarative system. In studies of clinical amnesia (eg. the Tower of Hanoi 
study, Cohen et al, 1985, quoted in Clyman, 1992) it has been shown that 
patients can learn novel skills (demonstrating intact procedural memory) but 
cannot remember that they have learned the new information (demonstrating 
damaged declarative memory).
Weiskrantz seemed unprepared, either during his paper or in later discussion, to 
contribute knowledge in the service of a joint understanding of the issues. 
Ultimately his derogation of clinicians' experiences in the consulting room and his 
reluctance to consider findings contrary to his own position was a loss to the 
conference, not least because his contribution was devalued by the hostility of its 
delivery.
Morton, whose paper was entitled "Cognitive Perspectives on Recovered 
Memory" currently chairs the BPS working party on recovered memory; like 
Weiskrantz he attempted to bring together relevant psychological findings and 
theory rather than presenting research in progress. However his style of 
presentation contrasted with that of Weiskrantz in that he attempted to use the 
discoveries of cognitive science to understand the findings of the consulting 
room.
Morton discussed well-documented information from memory research relevant to 
the therapists present, such as the finding that errors tend to occur when an 
attempting to generate detailed memory from an inadequate base; that memory is
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largely reconstructive and that personal histories are structured in terms of 
self-image and self-expectations; that memory becomes distorted as it is 
rehearsed (Conway, 1990).
He addressed the relationship between trauma and amnesia, and referred to his 
own research with the survivors of the "Marchioness" disaster, arguing that the 
lack of amnesia for the event amongst this group supported the hypothesis that 
children who suffered trauma would retain intact declarative memory (though like 
the Marchioness survivors might be amnesic of detail and affect). He therefore 
appeared to assume (in common with most other non-clinicians at the 
conference) that trauma is a univariate rather than a mediated phenomenon and 
that the trauma of an accident has the same meaning as the trauma of abuse.
There are a number of problems in drawing on trauma research with adults to 
reach conclusions about recovered memory of childhood abuse. The first is that 
Morton assumed that adult's emotional responses to, and cognitive processing of, 
trauma are the same as children's, whereas there is evidence that it is not, (Eth & 
Pynoos 1985). Secondly there was no stigma or blame attached to being a victim 
in the Marchioness disaster, unlike being a victim of sexual abuse when 
avoidance of shame might influence recall (Lewis, 1990). Thirdly there was no 
demand that survivors forget the event, as children who have been abused often 
are (Hall and Lloyd, 1989); on the contrary, in common with other survivors of 
recent disasters they were encouraged to talk about it; if there was degeneration 
of memory over time that memory could be enhanced by discussion with other 
survivors or access to media records of the event. Lastly, there was no 
dissonance in acknowledging the accident, whereas a child abused by a trusted 
adult has to find a compromise in order to maintain a relationship with the abuser 
(Hall and Lloyd, 1989), perhaps necessitating purposeful forgetting.
Morton's primary theoretical contribution was a description of his work on headed 
records and the use of this model to account for episodic (declarative) memory 
and its failure. He then attempted to apply the theory to child sexual abuse, both 
where there are false memories and forgotten ones. He hypothesised that the
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instruction to forget abuse may result in the child failing to create secondary 
records from the primary ones, and that failure to remember abuse in adult life 
may be due to memory being encoded under a heading no longer recognised as 
being associated with abuse. He also proposed a model of how false memories 
can be generated by the integration of false information into the memory record 
of an original event. This would account for the finding that some subjects given 
false memories under hypnosis cannot recall their original memory (Orne et al,
1988), though it does not account for those who do retain the original memory. 
The concept of headed records is primarily useful because it is a psychological 
model that accommodates the notion of recovery of previously forgotten memory.
The value of Morton's presentation was one of process as well as elucidation. 
Many delegates found his style and speed of presentation of a complex and 
novel subject difficult to comprehend. However, he made an attempt to both 
understand the language of a discipline foreign to him and to use the information 
from his own knowledge base to further understanding across the disciplines.
Sinason's paper, entitled "Re-Membering in Therapy", was different in style 
and content from the psychologists' in that she addressed process issues at the 
conference, for example the discomfort many were feeling at the accusations of 
abuse that were being generated across the interest groups. Her objective was to 
explain the meaning of conscious and unconscious communication between 
therapist and patient. To achieve this she presented a series of clinical vignettes 
aimed at demonstrating how, through therapeutic work which relied largely on the 
use of countertransference with individual patients, she had reached conclusions 
about the probability of sexual abuse having occurred.
Whilst the clinical material was powerful and Sinason's presentation the most 
accessible for the majority of delegates, she had difficulty in translating her work 
into a form readily understood by those unfamiliar with psychoanalytic practice 
and language, and she left herself open to criticism from the psychologists that 
she lacked rigour. While countertransference is well documented in the 
psychoanalytic literature (eg Little, 1981; Racker,1968; Sandler et al, 1973;), it is
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not a concept easily demonstrable outside the psychoanalytic consulting room, 
and is particularly vulnerable to accusations of subjectivity and unreliability 
(Frosh, 1989). Thus presenting clinical material, which relied almost entirely on 
evidence from the countertransference, in the context of a cross-disciplinary 
meeting, was narrow in its scope and demonstrated the continuing insularity of 
which the psychoanalytic world can be guilty.
The remainder of her presentation was concerned with reviewing the applicability 
of some of the analogue and trauma research cited by critics of the concept of 
recovered memory, arguing that the majority of psychological and trauma 
research failed to take proper account of affect.
The contributions from the first two discussants did not achieve the conference 
objective of elaborating on the paper from their own theoretical perspective. This 
was because neither psychologist had made his paper available to the 
discussants before the conference; they were therefore unable to prepare a 
considered response. Orbach did reply to Sinason's paper, but added little.
Trowell, the discussant for Weiskrantz's paper, used the opportunity to describe 
her own prospective research. Using only those children who were symptomatic 
and in whom a diagnosis of sexual abuse had been confirmed, (physical signs 
plus either admission of guilt by the perpetrator or confirmation of the abuse by a 
witness), she has found that 6% of her sample had no memory of being abused. 
This finding, if it is safe, is a powerful argument for the existence of forgotten 
abuse, (though not recovered memory) and significant in the present climate 
where children are encouraged to disclose sexual abuse.
In assessing the value of the conference I shall, as indicated above, consider 
firstly whether the conference met its own objectives of opening a dialogue and 
formulating a joint understanding of the issues, and secondly whether it met my 
further objective of acknowledging the breadth of the academic and clinical 
knowledge base. Lastly I will make recommendations for future research.
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To open any dialogue first requires a common language. This conference 
underscored the fact that not only was there a linguistic division between 
psychoanalysts and experimental psychologists, but that the division reflected an 
even wider conceptual divide (cf Frosh, 1989). At a fundamental level there were 
differing and unspoken expectations about the nature of the debate, the purpose 
of such a conference, the means by which things can be known and the 
language through which ideas can be conveyed. One analyst described the 
difference as being that "psychologists seek to clarify muddy waters while 
analysts seek to understand the reason for and nature of the muddiness". At 
times during the conference it appeared that the divide could never be 
successfully breached. However, a dialogue was begun in that there were 
occasions when contributors from both sides realised they were describing the 
same phenomena, eg the conceptual commonalties between body memory (a 
psychoanalytic term) and procedural memory (a psychological one), or when both 
sides demanded rigorous standards from research and therapy.
The objective of formulating a joint understanding of the issues involved was 
partially met. Certainly there was agreement from those on the platform of the 
necessity of rigorous prospective research; the dangers of using hypnosis; the 
necessity of patients seeking therapy from registered therapists; for adequate 
standards of training to avoid the unintentional misleading of suggestible patients 
(adults or children), and for rigorous criteria of notions of truth.
As noted above, process information is as important as factual knowledge at 
psychoanalytic conferences; I shall therefore make a dual assessment of the 
conference's value.
There were complex dynamics and many process issues; there were three of 
particular relevance. The first was the discovery by clinicians of how it felt to be 
falsely accused of abuse. This resulted from Weiskrantz's assertion that 
memories recovered in the consulting room are inevitably falsely generated by 
therapists and of the accused parents' conviction that some therapists present 
had encouraged false memories. As the conference progressed both parents and
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therapists conceded that there are those guilty of abuse (sexual or therapeutic); 
while protesting personal innocence, delegates united against the common 
external threat of abuse by an unknown other.
Secondly there was an enactment of the abused child's difficulty in calling 
attention to herself in the face of adults/therapists discomfort in acknowledging 
abuse. The parents (who had paid and were inside the conference) generated 
increasing sympathy over the conference's duration, in part because of their 
reasonableness but also through other delegates identification with false 
accusations. The adult children (who had picketed arriving delegates) remained 
outside and drew attention to their feelings by triggering the fire alarms.
Ultimately, they remained outside both literally and in delegates minds,
(Winnicott, 1965), whilst inside conclusions were drawn without reference to 
them, thus repeating their childhood experience of isolation.
Lastly it was apparent that even in a scientific/professional context it is difficult to 
discuss sex objectively, particularly when it involves children. Considerable 
feeling was generated, both amongst the accused parents, and amongst most 
delegates and some presenters. It seemed even discussing sexuality generated a 
level of excitement resulting in an anxiety which was difficult to tolerate and led to 
multiple persecutory projective identifications (Joseph, 1988).
Because there is a limited academic research base of direct relevance (Fonagy, 
this conference) a conference addressing recovered memory must of necessity 
draw on a wide knowledge base. Inevitably, much of the evidence is inferential, 
and should be treated with caution. Analogue laboratory research cannot and 
should not attempt to approximate a child's experience of sexual abuse. While 
therapists can be guilty of exaggerating their own capacity to see the truth and be 
impartial observers, experimental psychologists have given insufficient weight to 
the mediating effects of emotion on the findings of the laboratory, thus 
overestimating the applicability of their research.
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While this conference did pay significant attention to memory research, the 
effects of hypnosis and prospective research with abused children (Trowell), 
there were a number of areas that were either omitted or insufficiently addressed. 
More information was needed about: repression and dissociation, two of the 
psychological mechanisms thought to account for the loss of material too painful 
to tolerate (Edelson, 1990); suggestibility and its relation to hypnotisability and the 
"hysterical" personality, (Bowers & Hildergard, 1988); the effects of incest on the 
emotional and cognitive development of children known to have been abused, 
(Goodwin, 1985); difficulties in validating allegations of sexual abuse in children 
(Benedek & Schetky, 1987); research with children that simulates aspects of the 
abusive relationship, (eg the work of John Doris at Cornell, referred to at the 
conference); the symtomatology and characteristics of patients claiming 
recovered memory compared with the symtomatology and characteristics of 
adults seeking therapy who have never been amnesic of the event.
The reason for these omissions lay firstly in the structure of the conference.
There were only three presentations over two days; this was insufficient to 
address the wide body of relevant knowledge; a greater didactic input than is 
normal at psychoanalytic conferences was needed to achieve such an objective. 
Secondly, there was unnecessary repetition within the chosen structure because 
two of the three presentations were on memory thus neglecting other important 
areas such as research that simulates aspects of the abusive relationship with 
children, the effect of abuse on children’s cognitive and emotional development, 
or prospective research in progress.
The clinical knowledge base also failed to acknowledge the breadth of possible 
interventions. Sinason's presentation, although an example of sensitive and 
thorough psychoanalytic work, was based on her experiences with abused 
children and adults with learning disabilities, hence her reliance on the 
countertransference. There were no invited speakers or discussants who 
specialised in work with the client group making the accusations, nor were other 
therapeutic traditions included which might have offered a bridge between the 
experimental psychologists and the analysts eg clinical psychologists, (and only
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Cordess spoke briefly of clinical work with abusers). Of those invited to speak at 
the panel discussion only three of the five clinicians had a special interest in 
sexual abuse.
In summary, although the conference was not without value experientially or 
academically, it was poorly thought out and thus represented a lost opportunity 
for a fruitful exchange of information across the two groups. There was 
insufficient presentation of the knowledge base and a too narrow exploration of 
clinical work. The analysts attempted to graft the findings of experimental 
psychology onto the structure of a psychoanalytic conference without allowing for 
the inherent difficulties of introducing a different culture with its own normative 
expectations about the transmission of information.
Because of the paucity of dedicated research, there is a wide scope for future 
research. A number of delegates called for an investigation of the psycho-social 
causation and implications of the increase in reports of recovered memory both in 
the USA and Britain. Other studies would include prospective research into those 
children who have amnesia for the abuse as they grow into adulthood; as Fonagy 
noted only one child forgetting and then remembering is sufficient to demand a 
re-evaluation of current theories of memory. There is a need for British research 
into patients claiming recovered memory, including demographic, therapist, 
psychological and cognitive variables, and the similarities and differences 
between amnesic and non-amnesic patients. There is a need for research into 
whether memories encoded in one system can be meaningfully recoded in 
another and for further work into the conditions favouring memory recovery.
There is also a need for research into the whether and how autobiographical 
memory (declarative and procedural) changes during therapy as self-image 
changes; it might be hypothesised that memory would be reconstructed in 
accordance with changes in self-image. Lastly there is a need for definitive 
research into those factors which delineate the specific psychological damage 
associated with sexual abuse (as opposed to that caused by related factors) in 
order to assist the accurate decoding of procedural memory when it is the only 
"evidence" available in the consulting room.
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THE CLINICAL SIGNIFICANCE OF ATTACHMENT THEORY
FOR PSYCHOANALYTIC PSYCHOTHERAPY
WITH ADULT PATIENTS
24
Implicit in Bowlby's early observations of behaviourally disturbed children (Bowlby,
1944) was an awareness of the potential application of his findings (later extended and 
formalised as attachment theory) to the therapeutic endeavour. However, although 
there were occasional publications as early as 1983 (eg Jones, 1983) there has only 
relatively recently been a concerted Interest In the clinical application of attachment 
theory with adults, (Bowlby, 1988; Hamilton, 1987; Harris & BIfulco, 1991; Holmes,
1992, 1993,1994a, 1994b; 1995; LlottI, 1991a, 1991b; 1995; Murray Parkes, 1991; 
Paterson & Moran, 1988; Sable, 1991, 1992; Schain, 1989; West et al, 1989). This Is 
largely due to the fact that although Bowlby's findings caused an explosion of research 
In developmental psychology In the 1970's and 1980's (Karen, 1994), his work, and that 
generated by his fellow attachment theorists, was largely Ignored by clinicians.
This Is primarily to do with Bowlby's own relationship with British psychoanalysis during 
the 1950's and 1960's. Bowlby conceptualised attachment as a hybrid of object 
relations theory and ethology, exemplified when he wrote tongue-in-cheek a paper 
entitled "By ethology out of psychoanalysis; an experiment in Interbreeding" (1979a).
For Bowlby "attachment theory Is a theory about relationships based on the idea that 
human beings evolved In kinship groups and that In the original 'environment of 
evolutionary adaptedness' survival was Increased by the maintenance of secure bonds 
between their members" (Holmes 1993, p i79). Bowlby disagreed with the British 
Psychoanalytic Society about the relative Importance of phantasy and environment on 
the child's developing mental life. His emphasis on the supremacy of environmental 
Influences and his groundedness in scientific method alienated him, and thus his 
theory, from many psychoanalysts when Kleinian theory (Klein, 1986),with Its' emphasis 
on the primacy of phantasy at the expense of the environment, dominated the British 
Society. Bowlby's break with psychoanalysis meant that for two decades he was 
"virtually alrbrushed out of the psychoanalytic record - rather like some dissident In 
Stalinist times" (Holmes, 1994a p62).
In this essay I propose to examine a number of Issues pertinent to the significance of 
attachment theory for psychoanalytic psychotherapy; the usefulness of attachment as a 
concept with adults; the theoretical and empirical basis for conceptualising mental 
health problems within an attachment framework; the relationship between attachment 
and psychoanalytic theory and practice; the Implications for the future of psychoanalytic
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psychotherapy of the findings of attachment theory; the limitations of attachment theory 
as a model for psychoanalytic psychotherapy.
The heuristic value of attachment was first demonstrated through studying an infant's 
attachment to its' mother, but it has increasingly been shown that attachment patterns 
span the life-cycle (Ainsworth, 1991), Bowlby (1979b) understood secure attachment in 
adulthood as affecting a person's whole emotional life; "Evidence is accumulating that 
human beings of all ages are happiest and able to deploy their energies to best 
advantage when they are confident that, standing behind them are one or more trusted 
persons who will come to their aid should difficulties arise" (pi 03).
In recent years considerable research has been generated that demonstrates the 
importance of attachment as a concept and a property in adult relationships (see 
Sperling & Bermann,1994) which is associated with variations in response to a variety 
of life events, for example, loss (Murray-Parkes, 1991); interpersonal relationships 
(Shaver & Hazan,1988); and patterns of child-rearing (Fonagy et ai, 1991a).
While no longitudinal studies yet show that for any specific person the pattern of 
attachment formed in childhood will persist into adulthood, there is evidence that it does 
into late childhood (Main, 1991) and adolescence (see Karen, 1994), and there will 
soon be outcome research from the longitudinal studies at Berkeley and Baltimore that 
are expected to confirm continuity of attachment style into adulthood (see Karen, 
1994).The assumption that childhood patterns persist into adulthood has long been a 
tenet of psychodynamic theory and a clinical assumption. Thus the resurgence of 
interest in the ciinical application of attachment theory is partly due to the way in which 
it has been found to interface with developmental psychopathology, which emphasises 
the importance of the dynamic processes underlying individual adaptation and 
maladaptation (Cicchetti et al,1990), rather than focusing on intergroup differences.
Despite this developmental interface, there remains a lack of specific predictive 
evidence about the relationship between insecure attachment and psychopathology in 
children, though there is associative evidence that there is a link between childhood 
depression and attachment status (Cummings & Cicchetti, 1990) and insecure 
attachment and behavioural problems (Erickson et ai, 1985). The lack of specificity in 
the evidence with children has implications for the assumption of a causal relationship
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between insecure attachment and adult psychopathology. Because of a lack of safe 
empirical evidence about the possible pathways through which attachment status might 
influence mental health, it makes premature an assumption that there is an automatic 
causal link between insecure attachment and psychopathology.
Nevertheless, there is a growing body of research and theory (Bowlby, 1988; Diamond 
& Blatt 1994; Holmes, 1993) that argues that insecure attachment renders individuals 
more vulnerable to psychological breakdown in aduit life. While no one diagnostic entity 
can be correlated with a particular childhood constellation, there is some evidence that 
insecure attachment is associated with adult psychopathology; however, there are still 
few studies that demonstrate a clear relationship between the two. One notable 
exception is Patrick et al's (1992) finding that 100% of borderline personality disordered 
patients had an enmeshed style of attachment. The findings of Fonagy and his co­
workers (Fonagy et al, 1995) that there is a change from insecure towards secure 
attachment as measured by the Adult Attachment interview (the AAI, Main, et al, 1985) 
following psychotherapy provides empiricai support for the proposition that insecure 
attachment is concordant with adult neurosis, if not causai of it. Even if there is a link 
between insecure attachment and psychological problems, there is at present no 
reliable indication as to whether they are both causally related to a third factor, or, if 
there is a causal relationship between the two, in which direction that reiationship 
functions.
A causal relationship between adult attachment status and mental health would have 
implications for prevention and treatment: firstly it would validate measures to decrease 
the intergenerational transmission of insecure attachment (Fonagy et al, 1991,b,c) such 
as work with vulnerable mother-infant dyads (eg van den Boom, 1990); secondly it 
would validate the development of therapeutic strategies that eiicit changes in the 
degree of insecure attachment, or from insecure to secure attachment in 
psychologically disturbed aduits (Fonagy et ai, 1995). Attachment theory may then 
afford a conceptual framework within which to practice a psychotherapy that specifically 
addresses attachment issues, and a quantifiable method of assessing its effectiveness.
Holmes (1994b) argues that a theory in psychotherapy can be considered at two levels: 
firstly at a metapsychological level, involving a series of concepts about how the mind 
works; secondly at a clinical level, involving the way in which a session is conducted. I
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shall examine the contribution of attachment theory to psychoanalytic psychotherapy in 
both areas. Bowlby's rethinking of psychoanaiytic metapsychology can be understood 
as a variant of object relations theory, using updated terminology and influenced by 
neo-Darwinism (Holmes, 1993). Although object relations theory rests on the 
assumption that early relationships have a formative effect on character, theorists (with 
the exception of Winnicott, eg Winnicott, 1965) have mostly extrapolated from the 
abnormal to the normal, and from adults to children in the creation of theoreticai 
models, which inevitably weakened them as explanations of human development, both 
normal and abnormal (Frosh, 1989).
As a scientific discipline, attachment theory therefore has two advantages over 
psychoanalytic theory: firstly, it is based on direct observation of parent-child 
interactions (eg Ainsworth, 1969); secondly, it starts from the observation of normal 
development (eg Stern, 1985). Although initially considered oppositionai to 
psychoanalysis, as Hoimes, (1993) notes, the discoveries of attachment theory have 
supported a number of psycl^oanalytic tenets, including the importance of the 
therapeutic alliance; the salience of early experience in character formation; the notion 
of continuity of self across the life-span, and the transgenerational transmission of 
pathology.
A comparison of attachment theory and its findings with models proposed by object 
relations theorists from the Independent school of psychoanalysis indicates a number 
of commonalties. A general level there is a link between Bowlby's concept of internal 
working models (a concept with its origins in cognitive psychology; in attachment theory 
each individual holds a mental map firstly the world, and secondly of self, and others, 
and the relationship between the two, which has been built up from experience and 
which is influenced by the need to defend against painful feelings), and the 
transference; (however, Sperling & Lyons, 1994, make an important distinction between 
transference and the more recent concept of representation, seeing transference as a 
sub-category of representation, as transference refers specifically to the therapeutic 
relationship, whereas representations can be identified without their enactment in the 
therapeutic relationship). Holmes (1993) notes that Sullivan's (1953) notion that 
children develop different senses of seif in each of their primary relationships is given
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support by the finding that infants develop different attachment patterns with each of 
their parents (Main & Weston, 1981).
Winnicott's (1965) concept of the capacity to be alone - that a sense of completeness 
requires the experience of being watched over in childhood by an unobtrusive parent 
(or as an adult in therapy by an unobtrusive therapist) has much in common with 
Brazelton & Cramer's (1991) findings that responsive interactions between mother and 
infant lead to the emergence of autonomy. Finally Balint's (1968) description of 
ocnophils and philobats can be understood respectively as similar to ambivalent and 
avoidant attachment patterns.
The concept of the internal working modei is central in attachment theory. However, 
there have been a number of criticisms of Bowlby's notion of the internal working 
model; this is partly on the basis that is an interpersonal rather than an intrapersonal 
modei of development and pathology and thus does not sufficiently take into account 
intrapsychic structures (Karen, 1994). Holmes (1994a) considered it as 
overemphasising a mascuiine approach at the expense of a feminine one, noting that 
by contrast Winnicott (1965) addressed the more feminine aspects of therapy, 
conceptualising a holding environment and a notion that understanding the 
components of good parenting would inform awareness of what makes a good 
therapist. However, Stern's (1985) notion of attunement and Fonagy's (1991) of the 
importance of the capacity to be reflective does address the more feminine aspects of 
the therapeutic relationship from within an attachment framework.
Recent developments resulting from Main's work (Main, 1991; 1994) which is 
influenced by her linguistic background, have developed Bowlby's internal working 
model beyond the mechanistic and emphasised the importance of metarepresentations 
and metacognitive monitoring (the capacity to 'think about thinking', Fonagy, 1991).
This has narrowed the gap between attachment theory and modern psychoanalytic 
theory, although because of its ethological underpinnings, modern attachment theory 
defines the nature of the relational content of the representational world more 
specifically than does psychoanalytic object relations theory (Diamond & Blatt, 1994).
Main argues that the mental processes of secure adults may be distinguishable from 
that of insecure adults not only by their content but also by their flexibiiity and readiness
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for examination. The narrative capacity of aduits thus becomes a reflection of 
attachment status (narrative capacity is defined as "the ability to make meanings out of 
the inchoate flow of an 'unstoried' life", Holmes 1993, p i46). Narrative incompetence 
(the inability to tell a story, or the telling of a muddled, incoherent one) is linked with 
insecure attachment; thus hermeneutics, once the sole province of psychoanalysis, has 
been scientifically supported by the research demonstrating that narrative capacity is 
associated with healthy psychological functioning (Main, 1991; Main & Hesse, 1990).
After many years of antagonism therefore, psychoanalysis and attachment theory are 
at a juncture in their relationship where there is a mutual awareness of the contribution 
that each can make to the continuing deveiopment of the other. An example of 
potential cross fertilisation is to do with the contribution each makes to understanding 
clinical practice. A iimitation of appiying attachment theory clinically is that there are few 
practising clinicians amongst attachment theorists who are able to translate theory into 
clinical practice. This is in contrast to psychoanaiysis, whose theorists are aiso 
practitioners and where theory emerges from an attempt to make sense of clinical 
experience, and is therefore shaped by it. While the implicit subjectiveness has often 
been a criticism of the scientific credibility of psychoanalytic theory, (see Frosh, 1989), 
it does have implications for the fit between theory and practice. Those translating 
theory into practice are often those directiy involved in generating the theory, who 
consequently understand the nature of the clinical/ theoretical interface, and are able to 
reflect upon it and develop it further in the light of therapeutic experience. An important 
contribution from psychoanalytic psychotherapy to attachment theory therefore, is that 
it provides the clinical (and in particular knowledge of the affective) experience that 
most attachment theorists iack, while attachment theory adds scientific weight and 
iegitimacy to a therapeutic method often felt to be lacking in experimental rigour.
Holmes' second level of theory is about how an attachment-oriented therapist would 
structure therapy. Overall, the nature of the process in psychoanalytic psychotherapy 
can be viewed from two disparate standpoints; the "esoteric vision" and the 
"constructivist vision" (Holmes, 1994a). In the first (classical psychoanalysis) the 
therapists' task is to uncover and present to the patient a hidden reality of which he was 
previously unaware; in the second (that of the modern object relations theorists) the 
task of psychotherapy is to deepen existing reality, rather than replacing it with a secret
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truth, and the therapist becomes "a co-explorer of a shared psychic space" (p69). 
Attachment-based psychotherapy belongs with object relations theory in the second 
grouping because it perceives the therapeutic endeavour as a joint venture between 
therapist and patient in the elucidation of psychic reality and the creation of a joint 
narrative.
Because the commencement of psychotherapy is an experience that will engender 
feelings of vulnerability and since patients consider therapists as wiser and stronger 
(Weiss, 1991) reactivation of attachment behaviours and emotions can be expected as 
therapy commences which then become available to examination. As Liotti (1991a) 
notes, original interpersonal schemata or patterns of attachment will be activated 
whenever a person feels vulnerable and attachment behaviour is activated. Bowiby 
(1988) considered that "a therapist applying attachment theory sees his role as being 
one of providing the conditions in which his patient can explore his representational 
models of himself and his attachment figures with a view to reappraising them and 
restructuring them in the light of new experiences he has in the therapeutic 
relationship" (p i38). Holmes (1993) warns against seeing attachment-based therapy as 
one more variant of psychotherapy, instead he argues that it has a number of defining 
features that are relevant to psychoanalytic psychotherapy generally. He describes five 
key attachment themes that contribute to psychotherapeutic practice: the provision of a 
secure base; understanding the interaction between a child's phantasy and 
environmental failure; affective processing of trauma and loss; the importance of 
cognition and representation; companionable interaction between exploratory and 
attachment behaviour.
A psychotherapy organised around an attachment perspective would particularly attend 
to current and past attachment experiences, attempting to discern emergent 
representational patterns. (The term "representation" implies two separate concepts: 
firstly a stable internal organisation, an internal map that collects and integrates all 
mental images and relational dispositions between seif and others; secondly, the 
contents and the cognitive-affective characteristics of these images, which exist within 
each personal experience.) Ways in which these patterns are used by the patient to 
give meaning to current events and the anticipation of future events would be 
elucidated and examined. This leads to the creation and reworking of a shared
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narrative about the patients' life and relationships. As therapy proceeds the narrative of 
the therapy itself becomes a prototype for and reflection of other narratives, at first held 
by the therapist (as a mother does for her child), which later becomes the subject of 
further examination by patient and therapist. This is not incompatible with the way in 
which psychoanalytic psychotherapy is now practised, with its emphasis on the 
importance of narrative and its concentration on the way in which past relationships and 
experience are manifest in the emergence of the transference (Sandler, 1994).
There are a number of implications of attachment theory for the future practice of 
psychoanalytic psychotherapy. One of the strengths of attachment theory is that (like 
the securely attached individual) it is a model that offers coherence within a flexible 
framework, thus providing an understanding of both the patient and the therapeutic 
relationship that has the potential for increased complexity and differentiation.
However, many of the early discussions on the relevance of attachment theory to 
psychoanalytic psychotherapy (eg Jones, 1983; Patterson & Moran, 1988;) focused 
primarily on the insights afforded by attachment theory into the practice of current 
methods of therapy rather than using the findings of attachment research to shape the 
way in which psychotherapy might be refined and improved. In particular the notion of a 
"secure base" (the feeling of safety provided by the presence of an attachment figure, 
Ainsworth, 1982) is one which clinicians have easily integrated into their 
conceptualisation of the therapeutic alliance (eg Sable, 1992). Similarly, as previously 
noted, the concept of the internal working model (Bowlby, 1973) has been assimilated 
and understood as the attachment-equivalent of transference. The work of Mary Main 
has refined the notion of the internal working model and attempted to understand how 
linguistic mannerisms reflect the quality of reiationships, access to feelings and 
memory, the ability to direct attention towards or away from certain subjects, and the 
capacity to engage in the normal cooperative "give and take" of conversation. Her work 
supports the assumption on which much psychotherapeutic treatment is based: that 
being abie to put unwanted feelings into words makes them available for 
transformation. Both Fonagy and Main have concluded that the most important quaiity 
distinguishing secure from anxious aduits is their capacity to reflect upon their own and 
others' internal states (Fonagy, 1991; Main, 1991).
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But as attachment theory itself becomes increasingly concerned with hermeneutics and 
lexical representations, it sheds new light and reworks from a more rigorous 
perspective issues with which object relations theorists (eg Winnicott, 1965) have been 
struggling and demands a more sophisticated approach from those clinicians 
integrating it into their practice. For exampie. Diamond & Blatt (1994) have suggested 
that there are differential impairments in the mode of representation in 'anaclitic' as 
opposed to 'dependent' depression, and that two insecure patterns of attachment may 
have contributed to the formation of each deveiopmental substrate. If this is so it 
supports a differentiation of modes of working with different psychopathologies 
according to the attachment deficits in each type of patient.
Attachment theorists may have difficulty in reconciling theoretical models to practice in 
the consulting room; for example, the attachment theorist Bretherton (1991) has argued 
that the reconstruction of working modeis cannot be achieved simply by lifting 
repression or removing barriers which allows previously inaccessible information to 
come into conscious awareness, instead, "something like a complete reorganisation 
and reinterpretation may be necessary". However, like other attachment theorists, she 
does not sufficiently acknowledge the importance of affect in the mechanism of 
change. In order to maximise therapeutic change, therapists need to understand the 
mediating effects of affect in the construction, structure, maintenance and restructuring 
of the representational system. Without adequate exploration of the affective 
components of the representational system, particularly through the therapeutic 
relationship, attachment-based therapy becomes a variant of cognitive therapy (cf.
Liotti, 1991a, 1991b).
Because attachment theory is based on observable and quantifiable phenomena, an 
important future contribution will be the provision of a set of testable criteria about 
patterns of attachment and their response to psychotherapy across a range of 
psychological disturbance. At present the AAi is the only attachment instrument that 
specifically assesses representational models and the way in which they are altered as 
a result of psychotherapy. Unfortunately its administration is complex and lengthy and 
its use therefore primarily restricted to that of a research instrument. Finally, because 
attachment theory has no therapeutic tradition of its own, it has little to say about how 
therapy should be conducted, for instance, to what extent therapeutic practice shouid
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reflect the needs of patients with difficulties in the concrete or imagistic levels of 
representation. For example, psychoanalysis has largely upheld the injunction against 
touching or holding patients that originated in Freud's concerns about arousing sexual 
excitation in the patient or therapist (see Woodmansey, 1988). Aithough some theorists 
have discussed the value of holding and touch, particularly Balint (1968), who has 
advocated the use of touch with patients regressed to the level of the "basic fault", 
there remain a powerful injunction against physical contact. However, the clinical 
application of attachment theory may estabiish a scientific basis for the value of touch 
as a therapeutic intervention for those patients unable to function at the level of lexical 
representations, reflecting Freud's (1923/1984) observation that "the ego is first and 
foremost a body ego" (p364).
Neither does attachment theory have a view about how (or whether it is necessary) to 
move from work at one level of representation to the next. Again, psychoanalytic 
therapy has clear notions about the necessity of a non-interventionist approach 
(Casement, 1985), on the basis that to give specific directions to a patient (as in 
behavioural therapy) would interfere with the transference. However, attachment theory 
might advocate a transition from directive to non-directive therapy as the patient 
becomes more self-directed through the creation of an internal secure base.
Bowlby's (1982) remarks cited in Bretherton (1991) that "attachment theory is still 
growing. Its potential and its limitations remain unknown" (p28) were felt by Bretherton 
to be as relevant in 1991 as they had been nine years earlier. This optimism is founded 
on continuing research and theoretical advances. However, attachment theory has not 
been without its critics outside as well as within the psychoanalytic world. Kagan 
(Kagan et al, 1980) challenged the entire concept of attachment, arguing that it is an 
ephemeral aspect of our time, reflecting contemporary mores and should not therefore 
be used as the basis for a general theory of psychological development (and thus, by 
extension, therapy). Early critics of Bowlby focused on his comparative neglect of 
affect and the inner world, and even ‘admirers’ feel that: "Bowlby's notion of internal 
working models, although a useful bridge between psychodynamics and cognitive 
science, are too mechanical to capture adequately the world of affective experience" 
(Holmes, 1993 p67-68).
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other criticisms have focused on a simplistic view of attachment theory that infant 
attachment status entirely predicts adult functioning, thus ignoring other developmental 
and environmental influences (see Karen, 1994). These criticisms have been largely 
met with the new developments resulting from Main's work. Although researchers have 
for some while been aware of the continuity of attachment patterns there has not been 
sufficient consideration given to the developmental transformations that take place in 
modes of representation. Modes of representation develop during childhood from 
concrete, enactive representations to affectively laden, sensory, imagistic 
representations to more abstract, symbolic, and verbally mediated representations. 
Diamond & Blatt (1994) argue that it is the failure to attain a lexical mode of 
representation that may predispose the individual to re-enact rather than verbalise 
maladaptive attachment patterns; however there has not yet been adequate elucidation 
of the mechanisms by which these transformations take place, and thus those which 
inhibit the movement to the next developmental level - which attachment theory 
postulates as necessary for psychological health in adults. Neither has there yet been 
sufficient research to determine the way in which the development of representations is 
affected by other developmental changes, both psychological and physical. In general 
attachment theorists have had difficulties in making the link between attachment 
patterns and structure (as opposed to content).
However, Main & Hesse (1990) have begun to forge links with their work on the 
"disorganised" pattern of insecure attachment, although their investigation of the 
reiationship between the absence of a coherent internalised attachment system and its 
behavioural organisation have yet to be thoroughly investigated. At a clinical level, 
Hamilton (1987), has argued that while attachment theory may advance understanding 
of patients, it does not provide guidelines about how to help a particular patient in 
therapy. This is a criticism which Bowlby anticipated in 1981, when he distinguished 
between psychoanalysis as art and science. He affirmed the gulf dividing the two 
aspects of the discipline, both of which require a different focus of study, mode of 
acquiring information and mental attitude. Recently there has been some cross­
fertilisation through the work of people like Fonagy (eg Fonagy, 1991), but this remains 
an exception, and a deficiency. One area in urgent need of attention is for technical 
research aimed at elucidating the mechanisms by which mental representations of 
significant attachments are changed in therapy.
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West et al (1989) argue that it is necessary to understand the defensive processes that 
suppress or inhibit attachment-relevant information; this is an important caveat as at 
times therapists writing about the clinicai application of attachment theory (eg Sable, 
1991, 1992) appear to underestimate the defensive organisation of patients' 
attachment patterns, and thus accessibility to modification. As Karen (1994), notes, the 
claims for attachment theory have, at times, appeared excessive. Cicchetti et ai (1990) 
note that not all problems have their roots in infancy - insecure attachment may not 
appear until later childhood. Furthermore, security of attachment does not guarantee 
mental health; for example, Karen (1994), reports neuroticism and character pathology 
in subjects who were securely attached. Lastly, there remain difficulties in measuring 
adult attachment; only the AAI proports to measure represenational material, now a 
central concept in modern attachment theory
Nevertheless the increasing interest in the application of attachment theory to the 
understanding of normal and psychopathoiogical adult functioning attests to its 
endurance as a concept and its continuing heuristic value. Attachment theory's 
contribution to psychotherapy will primarily be one of scientifically refining and 
validating an art that has until now lacked the scientific rigour originally conceptualised 
by Freud. "The promise of this work is a deeper, richer understanding of the aetiology, 
developmental progression and treatment of mental disorder than has been possible 
with traditional models for clinical study" (Cummings & Cicchetti, 1990 p339).
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THE EFFECTS OF MATERNAL DEPRESSION ON
INFANT COGNITIVE DEVELOPMENT
41
“The human in fan t, motorically aitricia! among mammals, is uniquely precocious in the early presence of 
the rapid postpartum development of integrative capacities. No other primate, for instance has the 
capability of conceptualising, abstracting across modalities, and symbolising experience to the degree 
necessary for the use of meaningful words as human infants do towards the end of the first year of life." 
(Papousek& Papousek, 1987, p669)
While estimates as to frequency vary, it is generally agreed that approximately 10- 
15% of women experience depression in the year after the birth of their baby with a 
significantly raised onset in the first three months after delivery (eg Murray, 1992) 
which involves a significant degradation of functioning (Cohn, Campbeli, Matias & 
Hopkins, 1990). In the past ten years there has been an increasing interest in the link 
between maternal depression in the first year post-partum and impaired infant 
cognitive development, given that contemporary theories of intelligence stress the 
interplay between affect and cognition and the roie of emotional factors in information 
processing (Hay & Kumar, 1995). In particular there has been an emphasis on 
whether there is a sensitive period during which the effects of maternal depression 
are particularly critical to later cognitive functioning (Murray, Hipweli, Hooper, Stein & 
Cooper, in press).
Early studies appeared to demonstrate a causal link between maternal depression in 
the first post-natal year and later cognitive impairment (eg Cogill, Caplan, Alexandra, 
Robson & Kumar, 1986), and although some later studies have appeared to assume 
the link to be causal (eg Foss, 1995), more recent work has demonstrated that there 
is no simple linear relationship between the two (Murray, 1992). For example, 
maternal characteristics other than depression have also been found to be related to 
infant cognitive capacities, as are factors such as characteristics of the infant and the 
nature of the greater social environment. Furthermore, methodological problems, not 
least difficulties in determining those cognitive capacities in infants predictive of later 
IQ, as well as the intrinsic problems in making a meaningful and accurate 
assessment, have made specifying the factors responsible for lower cognitive 
attainment difficult to discriminate.
Increasingly research has focused not only on the individual contribution of different 
factors to maternal depression and infant cognitive capacities, but also the interactive
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effects of these factors, particularly the way in which mother and infant behaviour 
influence one another (Campbell, Cohn, Flanagan, Popper & Meyers, 1992). In this 
essay I intend to examine the literature and evaiuate its efficacy in relation to the 
characteristics of the mother; characteristics of the infant; characteristics of the 
greater social environment; methodological problems and evidence for the existence 
of a sensitive period in cognitive deveiopment.
Characteristics of the Mother. Much of the work examining the characteristics of the 
mother has concentrated on maternal communication since Bee, Bernard, Eyres,
Gray, Hammond, Spieta, Snyder & Clark (1982) reported that in a group of 193 
primaparous mothers the quaiity of mother-infant interaction in the first year was a 
strong predictor of later IQ and language performance at two years. Later, Bettes 
(1988) argued that even sub-clinical levels of depressive symptomology were 
associated with meaningful disturbances in social interactions between mother and 
infant, and that these disturbances may have implications for iater IQ.
A series of studies have investigated the sociai interactions of mothers and their 
infants to isolate contributory variables. Findings from perturbation studies with 
‘normal’ dyads (eg Murray & Trevarthen, 1985; Papousek & Papousek, 1987) 
demonstrated that the 2-3 month old infant is highly sensitive to the quality of 
maternal communication; they have been found to discriminate subtle variations in 
maternai behaviour and become distressed when mother behaves inappropriately. A 
number of studies have demonstrated that depressed mothers communication with 
their babies is both qualitatively and quantitatively different from non-depressed 
mothers. Depressed mothers have been found to exhibit differences in the intonation, 
timing and content of “motherese” (Papousek & Papousek, 1987; Bettes, 1988); a 
greater level of intrusiveness (Hampson & Nelson, 1993); less stimulation 
(Field, 1992): less predictability of response (Zlochewer & Cohn, 1995); lower levels of 
affective expression and contingent responsiveness (Papousek & Papousek, 1987; 
Cohn, Campbell, Matias & Hopkins, 1990); greater expression of criticism and hostiiity 
and less ascription of agency (Murray, Kempton, Woolgar & Hooper, 1993); a greater 
length of time spent in negative attentive states (Fieid, Healey, Goldstein & Guthertz, 
1990); a lack of sensitivity in maternal interactions (Murray et al, in press) so that the
43
infants of depressed mothers might be considered as experiencing a series of 
unpredictable and ongoing perturbations.
Evidence that infants respond differently to their depressed mothers than they do to 
other familiar adults (Hossain, Field, Gonzalez, Malphurs & del Valle, 1994; Pelaz- 
Nogueras, Field, Cigales, Gonzalez & Clasky, 1994), indicates that some features of 
the interactionai style in depressed mothers elicits responses in their infants that is 
specific to that dyad. Infants of depressed mothers have been found to resonate more 
to their mother’s negative and less to her positive emotional state than infants of non­
depressed mothers (Field et al, 1990); they spent more time protesting and less time 
attending or playing (Field, Healey & Le Blanc, 1989); they exhibited atypical patterns 
of frontal EEG asymmetry, and less frontal brain activity during play (Dawson, Frey, 
Hessel, Panagiotides & Self, 1995).
Thus there are consistent differences between the interactions of depressed and non­
depressed dyads that have been correiated with lower cognitive competence in the 
infants of depressed mothers. However, as wili be discussed further below, many of 
the studies have used samples so diverse in nature, that many other factors could 
confound this overall finding, and once those factors have been controlled for, the 
main effect of depression is far less clear. For example. Hay & Kumar (1995) found 
that maternal education was an important variable, and that the difference in cognitive 
scores between the children of depressed and non-depressed women was only 
reliable when the mother was less well educated. Murray et al (in press) found that 
once social class and maternal education had been controiled, there was no evidence 
of the adverse effects of maternal depression, but that iowered cognitive functioning 
in the infant was related to insensitive maternal interactions. Similarly, Campbell,
Cohn & Meyers (1995) proposed that lowered cognitive attainment in the infants of 
depressed mothers may be linked to a styie of parenting that is independent of, but 
correlated with, maternai depression, and that maternal sensitivity may reflect 
preoccupations with a range of stressors typical for the single, low income, poorly 
educated women who constituted their sample.
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The underlying mechanisms implicated in the lower cognitive attainment of infants 
whose mothers interact insensitively with them have not yet been clarified, thus it is 
not possible at the present to specify what in the interaction impedes cognitive 
development. In normal infant populations increased levels of distress (which are 
experienced by the infant in response to insensitive interactions) are associated with 
impairments in infant recall (Hay in press, quoted by Murray et al, in press); ongoing 
distress may thus result in an adaptation which becomes increasingiy fixed (Murray, 
1992). Slater (1995) argues that the quality of parentai involvement assists the infant 
in the regulation of attention and his/her physiological state. As Dawson, Klinger, 
Panagiotides, Speiker & Frey (1992) note, modern theories of neurobiologicai 
development suggest that variability in patterns of synaptic connection are, in part, the 
result of experience. Thus at a time of increasing cognitive complexity and growth, 
ongoing distress may influence brain structure and function, with subsequent 
neuropsychological consequences for later development.
Characteristics of the greater social environment. A number of studies have now 
demonstrated that lower socio-economic status is correlated to both maternal 
depression and lowered infant IQ (eg Murray, 1992; Hay & Kumar, 1995) to the extent 
that the factors associated with lower socio-economic status may be the variables that 
are causal. Risk factors associated with lowered socio-economic ciass are infant 
prematurity, adoiescent parenthood, single parenthood and parental psychiatric 
disorder. Thus as Murray (op cit) has argued, there is not a linear relationship 
between post-natal depression and lowered cognitive deveiopment, but that it 
“appeared to make infants more vulnerable to the adverse effects of lower social 
class” (p543). A number of studies (eg Hossain et al, 1994) continue to draw their 
samples from low socio-economic, sometimes minority ethnic groupings, where 
English is not necessarily the first ianguage, and where there are significant risk 
factors for lowered cognitive functioning even in the absence of post-natal 
depression, thus confounding the results to the extent that it is difficult to draw 
meaningful conclusions from their findings.
There is some evidence that father’s influence can mediate negative effects of 
maternai insensitivity (Hossain et al, 1994) or be related to lower infant cognitive
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performance when father too is depressed (Hay & Kumar, 1995). A positive rating on 
a home environment scale (HOME) is linked to a more positive cognitive outcome 
(Murray et al, in press), though again this latter finding is so confounded by social 
class, that it is difficult to isolate it.
Characteristics of the infant. Murray et al (1993) suggested that infant factors make 
a significant contribution to both the quality of maternal communication and to the 
experience of post-natal depression. In an early study, Hopkins, Campbell & Marcus 
(1987) found that infant-related stressors such as medical complications and maternal 
perceptions of infant temperament discriminated between depressed and non­
depressed mothers. Whiffen & Gotlib (1989) found infant’s negative emotions were 
likely to exacerbate the mother’s depressive mood and negative perception of herself 
in the maternal role. Other studies have indicated the importance of gender and have 
found links between poorer cognitive functioning in males and maternal depression 
(eg Murray, 1992); however, recent studies have suggested that, as with social class, 
maternal depression potentiates the adverse effects of gender rather than having a 
direct causal link (Hay & Kumar, 1995; Murray et al, in press).
In general, there seems to be growing evidence that the infant itself, through its 
behaviour, has a significant impact on subsequent maternal behaviour (Murray, 
Stanley, Hooper, King & Fiori-Cowley, 1996). Murray & Trevarthen (1986) found 
evidence that the degree of the infant’s responsiveness to its mother influenced the 
nature of the adult’s engagement with the infant; furthermore. Field, Healy, Goldstein, 
Perry, Bendell, Schanberg, Zimmerman & Kuhn (1988) found that when non­
depressed experimenters interacted with the infants of depressed mothers they 
became less positive and expressive than when they interacted with the infants of 
mothers who were not depressed.
A major failure of most studies is the failure to assess infants’ behaviour sufficiently 
early. Most studies (eg Murray et al, in press) have relied on the assessment of 
infants when they were at least two months old, by which time it is too late to reliably 
differentiate contributory factors within the infant from those associated with the 
mother. However, Murray et al (1996) examined neonates and found that neonatal
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irritability and poor motor function were significantly predictive of post-natal 
depression in their mothers. Murray et al suggested that “there is an organic basis for 
these infant individual differences, and that these neonatal factors themselves have a
significant impact on maternal mental state The finding that, as motor and irritable
behaviour improve with time, so episodes of depression remit, lends further support to 
the notion that maternal mood is closely related to the course of infant behavioural 
development” (p116).
This would suggest that infants who are born with less than optimal levels of motor or 
cognitive functioning may be less rewarding and more difficult to interact with, which 
contributes to the way their mothers interact with them. Slater (1995) suggested that a 
number of cognitive factors in the infant were predictive of later cognitive functioning: 
preference for visual novelty; habituation rate and looking duration rate. These 
factors, which are necessarily implicated in interactions with carers, may, when less 
than optimal, interfere with vulnerable mother’s ability to establish a sensitive and 
reliable pattern of interaction with her baby, but may also, independently, be 
associated with later poor cognitive functioning or result in it.
There is evidence that in populations less at risk there are not the severe 
disturbances which are characteristic of disadvantaged groups; the children from 
more economically advantaged families are likely to have more resources available to 
them with which to buffer their intellectual development (Hay & Kumar, 1995), which 
again suggests that postnatal depression p erse  is not of itself sufficient to cause 
intellectual impairment.
Methodological Issues. At a general level some studies have been poorly designed, 
eg the index group of children was small (eg Cogill et al, 1986), or there was no 
indications of whether the infants were term - a contributory factor in post-natal 
depression (eg Greene, Nugent, Wieczorek-Deering, O’Mahony & Graham, 1991). 
Even recently, few studies have distinguished between those mothers experiencing 
their first episode of depression postpartum from those experiencing a repeated or 
continuous depression (eg Hossain et al, 1994; Campbell et al, 1995). Murray et al (in 
press) have suggested that when a mother experiences her first episode of
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depression in the post-partum period, the effects on her infant's cognitive 
development is more pronounced than when the depression is continuous or is a 
second or more ongoing period of depression. She hypothesises that depression 
occurring for the first time in the post-partum is more directed towards the infant, and 
there is a greater level of infant-directed hostility than in mothers experiencing 
ongoing or repeated depression. It is possible that the infant, experiencing the 
hostility, withdraws from contact with the mother and that this is an important 
contributory factor in cognitive development if increased neurobiological complexity is 
dependent on interactions between the infant and his/her caregivers. The infants of 
mothers experiencing their second or subsequent period of depression post-natally 
did better on cognitive assessments than those experiencing their first period (Murray 
et al, in press); these mothers tend to attempt to compensate for the effects of the 
depression, suggesting that the meaning of the depression is important in relation to 
the quality of maternal sensitivity, and that sensitivity may be particularly effected 
when the baby is seen to be the cause of the depression.
A primary methodological problem inherent in the research lies in the assumption that 
infant cognitive functioning is predictive of later, childhood, functioning and that infant 
measures of ‘intelligence’ predict later IQ. Slater (1995) notes that predictions from 
infant behaviour to later IQ are not reliable, “The prediction coefficients from infant 
behaviour to later IQ were so low as to indicate th a t... the early measures had no 
predictive value” (p69) and quotes Lewis & Brookes-Gunn (1981) who maintained that 
prediction of later intellectual functioning from infant intelligence tests may not be 
possible until the infant is 24 months old. According to Slater, the mental scales in 
infancy tests measure primarily perceptual and motor development; this is different in 
kind from the cognitive and intellectual abilities it is hoped they will predict, and that 
even the most recent (1993) edition of the Bayley Scales of Infant Development will 
not accurately measure cognitive and intellectual development until 18 months. Since 
many studies have used the earlier version of the Bayley Scales to measure infant 
cognitive ability before 24 months (eg Field, 1992; Murray et al, 1993;), there must be 
doubt as to the predictive value of their findings, given that they have made 
assumptions about infant cognitive functioning based on these scales. The skills
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being tested eg motor development, might be correlated to and a reflection of 
maternal depression, but not necessarily of later cognitive functioning.
Slater (1995) argued that later cognitive functioning may be better predicted by the 
infant’s capacities in information processing and attention; he proposed that each of a 
number of measures (see below) has its’ greatest predictive value at different stages 
in the first year. It would appear that there are “windows of opportunity” as cognitive 
abilities emerge and improve, when a given measure can most accurately predict later 
childhood IQ, but that either before or after they cease to be as sensitive. This raises 
issues about whether in some of the scales currently used (eg the Bayley Scales and 
the McCarthy Scales of Children’s Abilities), there may also be unknown “windows of 
opportunity” during which these scales may be more sensitive as predictors of later 
functioning than others. None of the studies reviewed have used visual information 
processing measures, which have been found to predict later IQ (Slater, op cit), nor 
have they used other, non-visual, predictors such as means-end problem-solving or 
visual-tactual cross-modal transfer described by Slater. There may well be problems 
in translating these measures into meaningful psychometric scales that could be 
used in large-scale predictive studies, but the literature does not acknowledge the 
potential advantage of doing so, which suggests either a lack of awareness of the 
general field of infant cognitive development or perhaps an unwillingness to use its 
findings
There is an assumption in these studies that there is of continuity over age of 
cognitive abilities so that lowered cognitive abilities in infancy associated with 
maternal depression result in lowered cognitive abilities in later childhood; in fact as 
noted above there is little predictive evidence, and at present there is no direct 
measure of cognitive ability that predicts later IQ better than factors such as parental 
IQ and socio-economic status (Slater, 1995). At present studies mostly rely on 
assessing heterotypic (eg the Bayley Scales), rather than homotypic continuity, 
although Murray (1992) did use the same measure of object permanence at nine and 
eighteen months. Heterotypic continuity assumes continuity of underlying latent 
constructs or processes which explains the relationship between different behaviours 
at different ages. However, at present it is not known what the predictive value of the
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different behaviours is, so that scores on the Bayley Scales at 18 months may share 
no underlying processes or constructs with those on the McCarthy Scales when used 
at five years (as was assumed by Murray et al, 1996).
There are also a number of methodological limitations concerned with the diagnosis of 
depression which makes generalising findings from one study to another difficult. 
Almost all studies have used measures to assess maternal depressive functioning 
that are not specifically designed for this purpose (one notable exception being 
Murray et al 1993, who used the Edinburgh Post-Natal Depression Inventory), and in 
one study a measure was used that had not been used elsewhere at all, making 
comparison even more problematic (Sharp et al, 1995). A number of studies have 
used the Beck Depression Inventory (BDI) (eg Bettes, 1988) and the Schedule for 
Affective Disorders and Schizophrenia (SADS) (eg Inoff-Germain, Nottleman & 
Radke-Yarrow, 1992). However, the BDI has been found to be unpredictable with 
low-scoring women, who, it is believed, deny symptoms of depression (Hossain et al, 
1994). Furthermore, as Cohn et al (1990) note, there has been found to be a poor 
correspondence between self-reported depression symptoms, as in the BDI and a 
clinical diagnosis of depression, which explains why Whiffen (1988) found a 
significant contribution of infant difficulty to severity of symptoms with the BDI, but not 
to a depression diagnosis using a SADS interview. Thus features of populations of 
both infants and mothers assessed may vary according to the method of assessment 
used.
Although when using assessment scales of depression a number of researchers have 
taken into account “normal postpartum changes” (eg Campbell, Cohn, Flanagan, 
Popper & Meyers, 1992), they did not report that they had used as a base-line scores 
which had been standardised on groups of post-partum mothers. While there are 
changes that occur in the postpartum period not necessarily associated with 
depression, such as sleep disturbances, which were taken into account in more recent 
studies, (eg Zlochower & Cohn, 1995), there was an assumption that factors, such as 
loss of interest in sex, were also normal in the post-partum period, without any 
standardised scores with which to relate this assumption (eg Campbell et al, op cit). 
Alternately, there may be other, more subtle, undetected changes in emotional
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functioning, normal to the post-partum period, which would only be perceived once 
standardised scores for the target group were obtained.
More recent studies (eg Murray et al, in press; Sharp, Hay, Pawlby, Schmucker, Allen 
& Kumar, 1995) have used current assessments of maternal depression; however, as 
Cohn et al (1990) note, a number of the early studies relied on mother’s retrospective 
reports of their psychological status. Some researchers have also made no distinction 
about the timing in the first year of the depressive episode (eg Hay & Kumar, 1995) 
between type or severity of depression, the length of the depressive period, or 
whether the depressive episode is the first or subsequent one (eg Goodman & 
Brumley, 1990).
Most of the research has focused on high risk, multi-problem women who report high 
levels of distress on symptom check-lists, eg Hay & Kumar, (1995), which has made it 
difficult to argue that the findings are specific to maternal depression. Others (eg 
Whiffen & Gotlib, 1989) have used psychiatric populations. Contamination by other 
risk factors in the use of high-risk populations has led Campbell et al (1995) to argue 
for the selection of women from the community in order to study women who are more 
representative of the majority of depressed women, rather than high risk groups in 
whom a multiplicity of other problems confounds the effects of depression.
Evidence fo r a sensitive period. That cognitive development is influenced by 
environmental factors is emphasised by Slater (1995), who argues that cognitive 
growth during infancy is not canalised, and that “infancy is not a genetically protected 
time of development during which environmental influences are minimal” (p i 08).
There is, in these studies, a (generally unstated) assumption that there is a sensitive 
period for cognitive development, so that where infants are found to be at risk of 
environmentally-induced lowered cognitive functioning, early intervention should be 
implemented to prevent deterioration.
However, the question remains as to whether there is a sensitive period during the 
first year of life, whether that sensitivity is more pronounced at some stages than 
others in the first year; whether there are times when cognitive growth is more
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sensitive to any disruption of the interactions between mother and infant, and if so 
which capacities are compromised. It is a deficiency of many of these studies that 
there are either methodological problems which make it difficult to draw conclusions 
about the exact nature of the impact of a mother's depressed state on her infant, or 
they are insufficiently precise in determining the details of which deficits occur at 
which times. As Murray et al (in press) note “In order to provide a substantial sensitive 
period account of infant cognitive development it is not only necessary that the nature 
of the putative environmental influence be precisely specified, but its inception and 
cessation should be clearly demarcated”.
Campbell et al (1992) found that at four months post-partum 45% of those depressed 
at two months were still depressed, while at six months 24% were; they found that the 
period of depression lasted between two and 31 weeks. Campbell et al (1995) found 
some evidence that when depression lifts before six months there are significant 
improvements in the interaction between mother and infant; however, this was not 
confirmed by Murray (1992) who found that the remission of depression before three 
months “did not bring about an improvement in the mother-infant relationship and 
confers no significant advantage to infant outcome” (p559). Global estimates of 
depression length and timing are likely to obscure the effect of interactions that are 
disrupted at given times and varying lengths of time. However, few studies seem to 
have used as a variable the length of time mother is depressed and at what age the 
infant is when depression occurs. Thus it is still not clear what effect the length and 
severity of maternal depression has on those dyads susceptible to it's effects.
Murray’s findings (Murray et al, in press) do, however, lend support for the existence 
of a sensitive period. She found that poor maternal interactions with the infant two 
months post-partum predicted intellectual performance at both 18 months and five 
years, independent of the current quality of maternal communication at those ages. 
However, here too there are limitations, with insufficient preciseness in the 
demarcation of the commencement and cessation of the depression as well as 
insufficient preciseness in specifying the nature of the resultant influences. Murray 
based her timing of the first measurement on the observation that during the period of 
6 weeks to three months the communication between mother and infant has no focus
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other than the feelings and interactions of the two participants “each partner’s 
experience of being in relation to the other appears to exist as an end in itself”.
Mother and infant are more absorbed in the interaction between themselves at this 
stage than at any other, demonstrate a greater degree of congruence in their 
interactions, and appear to share “a common state of mind”. Thus it can be 
hypothesised that interactional failures at this stage might be expected to have 
greater consequences than those which occur later. However, although Murray has 
found evidence for a sensitive period before three months, there may be other 
sensitive periods for different cognitive capacities as each emerges and improves, 
which are not taken account of.
Conclusion. In their 1990 paper Cohn et al argued for longitudinal studies that 
examine both the process and the outcome of disturbed mother-infant interactions, 
that shed light on the mechanisms that resulted in the initial disruptions in infant 
behaviour; and how these disruptions are modified by developmental changes in the 
infant, and the course and severity of maternal depression and mother-infant 
transactions over time. There is now such a longitudinal study ongoing in Britain, 
which is about to publish the results of the five year assessments (Murray et al, in 
press); however, few other studies follow children through beyond two or three years 
of age (eg Campbell, 1992), and a number of studies continue to be cross-sectional 
(eg Dawson et al, 1992). The findings of these latter studies are limited in their 
usefulness as they fail to demonstrate whether there are long term effects of early 
insensitivity on functioning in later childhood. The findings from Murray’s work (Murray 
et al, op cit) suggests that there continues to be a need to establish longitudinal 
studies which are uncontaminated by the known risk factors which have obscured 
many previous findings.
However, despite the methodological problems there is now an increasing consensus 
that the quality of early mother-infant interactions is both significant and jointly 
determined, and that “the association between early infant behaviour in interactions 
with the mother and later cognitive functioning reflects the influence on the infant of 
maternal communication” (Murray et al, in press). However, the evidence points to a 
multiply-determined risk factors, rather than a linear relationship between maternal
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depression and lowered infant cognitive functioning. As Hay & Kumar (1995) note, it 
seems likely that postnatal depression may effect intellectual development because it 
is a marker of known social and biological risk factors, rather than because depressed 
women interact with their infants in less optimal ways.
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CLINICAL AUDIT:
REPORT OF AN INFANT OBSERVATION AND
THE EVOLUTION OF REFLECTIVE SELF-FUNCTION
IN THE OBSERVER
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"O f all th e  in tim acies , w hich  w ill ever have as m uch consequence as th is  one? [m o th er  
and child]. It is the in tim acy that holds us all our lives and continues to  im pose on us a 
task im p lic it in all love relations: how  to  connect, yet not to  m erge, how  to  respond, yet 
not be absorbed, how  to  detach but not w ithdraw ." (G ornick, 1987 p54)
INTRODUCTION
Infant Observation has been developed from, and refined within, the 
psychoanalytic theoretical framework, and is closely related to the clinical 
method of psychoanalysis, "Hence the central tool is an intimate, one-to-one 
personal contact, where the transactions are subjected to meticulous 
self-reflective thought." (Rustin, Michael, 1989). Rustin contrasts Infant 
Observation to developmental psychology which seeks to analyse complex 
forms of behaviour and interaction by identifying and separately studying their 
distinct elements or components. By contrast, he argues, psychoanalytic 
observations are synthesising, seeking coherence and recurrent patterns in the 
evolution of the relationship between mother and baby.
This paper is in three parts: the first examines the method and rationale of infant 
observation; the second describes the observation of a male infant from birth to 
nine months of age; the third evaluates the rationale and method in the light of 
the observation.
PART ONE: METHOD & RATIONALE
METHOD
The method of setting up and conducting an observation has been refined over 
a number of years. Students observe a baby, in a non-clinical setting, (usually 
its own home) on a weekly basis and report their observations to a seminar, 
which is comprised of other observers and a seminar leader. Having found a
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mother who is willing to be observed, the observer arranges a preliminary 
meeting with her prior to the birth, when preferably the father is also present. 
Once the baby is born the observer usually attempts to make the first 
observation within a week, and, if the mother is still willing to be observed, 
regular weekly visits are confirmed.
The observations seek to follow the development of the infant over time in it's 
natural surroundings; specific attributes and behaviour are not selected for 
attention, neither is it considered to be appropriate for the observer to be 
detached and distant. During the observation the observer seeks to intrude into 
the relationship between mother and baby as little as possible, does not initiate 
discussion with the parent and wherever possible stays with the baby without 
taking on the role of baby-sitter. Nevertheless, as Rustin (Michael, 1989) notes, 
the observer is inevitably a participant observer, who comes to have a 
significant role in the life of the family visited.
The observer does not take notes during the observation, but records in as 
much detail as can be remembered, as soon after the visit as possible, what 
s/he has observed of the baby's behaviour and it's interactions with it's mother 
or caretaker during the hour. As Stern (1985) notes, in the ‘observed’ infant, 
cognition, discrimination, learning, memory and affects can only be inferred; 
because of the lack of verbal report only the infant’s behaviour can be noted. 
While it is acknowledged that this kind of observation leads to loss of 
information and distortion, the focus of the study requires an element of 
subjectiveness.
The observation is discussed in a weekly seminar; students present in turns and 
have three or four turns per term to discuss their observation in depth. As Rustin 
(Margaret, 1989) notes, the primary task of the seminar is to explore the 
emotional events between the infant and its mother and other family members 
present during the observation. "In particular the creation of the infant's 
personality, the interaction between constitutional and temperamental factors in 
the baby and the strengths and weaknesses of the holding environment."
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RATIONALE
Fonagy (Fonagy, Steele, Steele, Moran & Higgitt, 1991) defines the “self” as the 
immediate experience of life, and the “reflective self” as the internal observer of 
that mental life, which reflects on mental experience. They see the evolution of 
the “reflective self-function” (p 202) in the child as an essential step in emotional 
development. Trowell & Rustin (1991) argue that refining the skill of reflective 
self-function in those whose work is concerned with the effects of relationships 
on relationships is an essential step in their professional development, whether 
that work is with adults or children.
When patients are cared for by a caregiver who is capable of self-reflection, 
who is neither (in attachment terms) dismissing of their patient's state of mind 
nor preoccupied by their own (Main, 1995), the caregiver’s capacity to reflect 
enables him/her to discern the patient as mentalising, desiring and believing. If 
the patient perceives this, then the patient has an opportunity to “find himself in 
the other” (Fonagy, Steele, Steele, Leigh, Kennedy, Mattoon & Target, 1995, 
p257), and thus internalise this representation. The process of developing within 
the professional an individual who is capable of self-observation as a 
professional tool, can be assisted through the process of Infant Observation.
As Trowell & Rustin (1991) note, “Developing this internal observing self has 
been found to be an extremely valuable skill that enhances the capacities of 
those working in the caring professions” (p233).
As Rustin (Margaret, 1989) notes. Infant Observation is a situation in which 
learning from experience has precedence over ‘learning about’. Developing the 
“internal observing self” is achieved through a number of means: the experience 
and containment of countertransference (Racker, 1968) in relation to the 
mother-infant dyad; an awareness of the effects of the student’s own history on 
the observation (transference: Racker, 1968); the observation of reflective-self 
function in the mother; the presentation of the material and the sharing of other 
seminar member’s experiences.
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The Countertransference: The observer is required to learn how to be a 
receptive register of emotions in others and to recognise the way those 
emotions impact on him/her. Trowell (Trowell & Rustin, 1991) notes that 
observers “become aware of the very powerful primitive emotions in families 
with young children and how these can lead to responses from those around 
them that are not based on thinking ... but which are reactions.” (p236). The 
observer “may, at times, feel herself to be invaded by the feelings of being a 
rivalrous mother, a neglected sibling . .or an excluded third party.” (Rustin, 
Margaret, 1989 plO). The effect of these powerful feelings requires the 
capacity to develop a psychoanalytic attitude where there is space in the mind 
to hold confused experiences. "This kind of mental functioning requires a 
capacity to tolerate anxiety, uncertainty, discomfort, helplessness and a sense 
of bombardment." (Rustin, Margaret, 1989 plO).
Use is thus made of the effects of relationships on relationships as a way of 
training, with the aim of helping the observer become aware of the emotional 
impact of the family, and to become sensitive and reflect on it before acting. It 
enables the observer to discover the importance of disentangling 'feeling' states 
from 'mental' states, and thus aids the capacity to develop an 'internal reflective 
self. This in turn facilitates a “holding environment” (Winnicott, 1965) in which 
the observer contains rather than acts on powerful emotions.
The Transference: Rustin (Margaret, 1989) argues that there are many ways in 
which conflicts are stirred up inside the observer; in particular the observer's 
own infantile self will be painfully stimulated by the observation of a mother- 
infant dyad, so that intense feelings may be projected into the observation from 
the needs and vulnerabilities of the observer. Through this experience, the 
observer has an opportunity to become aware of how his/her own experience 
and feelings distort what is observed, so that what is 'seen' reflects the self and 
previous experience of the observer. The process of “untangling the feeling 
state” (Trowell, 1991 p 236) involves learning to reflect on the contribution of 
those feelings and experiences to what is observed, which in its turn furthers the 
process of self-reflection.
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Mother’s Reflective Self-Function: Fonagy et al (1995) proposed that in the 
infant the capacity for the reflective self-function evolves in the context of 
intense interpersonal relationships. This is potentiated by “the parent's capacity 
to reflect on the current mental state of the child, and to reflect on, and exert 
control over, his or her expectations of relationships as these influence his or 
her behaviour towards the child” (p258). Fonagy argues that the development of 
reflective self-functioning is biologically prepared, and will only fail to develop in 
situations where there is no safe relationship. Thus, during the observation 
there is an opportunity to note not only the mother's self-reflective function in 
relation to her infant, but the infant's emerging capacity to share emotional 
states with his/her mother.
The Seminar: An important function of the seminar is to contain the observer 
him/herself, and it thus becomes a “secure base” Bowlby (1988) from which the 
observer is able to enter the observational setting. As Trowell (Trowell & Rustin, 
1991) notes, the level of anxiety in the observer can become very high, resulting 
in an impairment in “the capacity to think, feel or make links” (p236). The 
seminar helps the observer to “reflect and thoughtfully and sensitively be in 
touch before making decisions or taking action” (p236). A further function of the 
seminar is to foster intersubjectivity “a deliberately sought sharing of 
experiences about events and things” (Trevarthen & Hubley, 1978, in Trowell & 
Rustin, 1991). The seminar observes the development of intersubjectivity in the 
infants and carers being observed, but also there is the experience within the 
seminar itself of an observer's internal feeling states being matched and then 
made explicit in others.
PART TWO: THE OBSERVATION
This section documents the weekly observations of a baby boy and his mother 
in their home from the age of eight days to nine months; the names of both 
parents and the baby have been changed to protect confidentiality. A particular
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focus of the observation for the purpose of this paper is the capacity of the 
mother to be in tune with and reflect sensitively her infant's feelings and needs.
INITIAL CONTACT
I made contact with Eve through her general practitioner. She was just over 
seven months pregnant when I telephoned her to discuss the observation. She 
was very keen that I visit as soon as possible and we timed the appointment so 
that I could meet both her and her husband. Eve and Kevin lived in an 
end-of-terrace 1960's house on a private estate on the outskirts of a large 
market town. Their small home was dominated by a large television set, several 
other state-of-the-art electronic gadgets and a number of large Lego models; it 
felt like an affluent student house.
Eve is in her late 20's, Kevin in his early 30's. They had been married for less 
than a year, and this was their first baby; they had not planned the pregnancy, 
but neither had they taken measures to avoid it. The baby was already very 
alive in their minds, and they had given much thought to its place in the family. 
Eve was very excited and pleased and was giving a lot of thought to physically 
caring for herself in her pregnancy. It seemed that she was in the process of 
entering the state that Winnicott (1956) describes as primary maternal 
preoccupation, characterised by a state of heightened sensitivity to the baby, 
that begins during the latter stages of pregnancy and continues for some weeks 
after parturition.
Eve directed the conversation and was, as she would be throughout the period 
of observation, very forthcoming about herself and her family. Conversely, Kevin 
said little, did not appear comfortable with the situation and hardly made eye 
contact. She told me that both sets of grandparents are alive; Kevin comes from 
a large local family, while Eve's parents live in the north. This was to be the first 
grandchild on both sides of the family and a special baby to the grandparents as 
neither Kevin's younger sister (who is handicapped) nor Eve's older sister (who 
is married to a much older man who already has children) are likely to have 
children of their own.
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Eve made her expectations of the relationship to me clear: she believed that I 
would be observing how adequate a mother she was, and thus how well she 
coped with her baby. This produce very uncomfortable feelings in me, as I 
experienced myself being forced into a judgmental stance. She wanted me to 
return several times before the birth. This accorded with Raphael-Leff’s (1991) 
observation that women both seek and need involvement with other women 
during pregnancy. The seminar hypothesised both that she was vulnerable to 
feeling persecuted by me, and that she had a pre-conscious wish that I would 
be there to contain her anxieties about motherhood. Eve’s own mother (a 
woman not many years my senior) was geographically distant, and I felt Eve 
was looking to me as a surrogate. I wondered whether she had made an 
immediate transference to me that included disappointment in what I could offer 
her, as well as a wish that I should contain her.
Observation at eight days
My first meeting with Tom was when he was eight days old. As I entered the 
sitting room
Tom was crying noisily on Kevin's lap. Kevin held him facing away from himself, laying 
him on his back. Tom's fists were tightly closed and his face red and screwed up. The 
radio was on loudly, and remained on.. Eve didn't know why the baby was crying, and 
wondered if it was wind but thought it was to do with the antibiotics she's currently 
taking.. She asked me if I'd like to hold him. She had to ask a second time as my first
reply had got lost In the noise of the radio and Tom's crying Tom continued to cry
and Eve took him from Kevin and stood with him jigging him as she stood. She 
wondered again what the problem was and thought he couldn’t possibly be hungry, as 
she'd fed him several times that morning (it was now 1.30). She decided to check his 
nappy and took him into the dining area where all the baby things were laid out for him.
As she prepared to change him she complained to me that she was getting a lot of 
conflicting advice from everyone, including the professionals. "So some of it must be 
wrong!" Then she asked me if I could tell what different cries meant, because she didn't 
feel she did. She didn't seem particularly perturbed by his crying,. She didn't seem to 
have a sense of distress on his behalf, and I had an Impression of her not being in tune 
with him.
My first impression was that Eve and Kevin were emotionally overwhelmed by 
the needs of their new baby; there was a sense of desperation in Eve's attempts 
to discover what Tom needed while at the same time she seemed unable to 
empathise with him. She seemed to relate to him as a ‘thing’ rather than a baby. 
Winnicott (1965) notes how important it is that the early holding environment is
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not mechanistic, but involves the mother's empathy "especially the physical 
holding of the infant, which is a form of loving" (p49). Tom, himself, appeared to 
be a well-endowed neonate; he brought few risk factors for maternal depression 
to the relationship (Field, 1992): he had been born at term and was healthy; 
there were no major complications during labour or birth; he had not been 
irritable baby at or immediately after birth.
Following this observation I briefly saw Kevin once again, he became an absent 
figure in many respects, only occasionally referred to by Eve and making few 
appearances on family photographs. Her occasional comments suggested that 
Eve received little practical support from her husband, but she did not say 
sufficient to enable a reliable assessment of his overall contribution to the family 
or his specific effect on mother and child.
THE DEVELOPMENT OF DEPRESSION IN THE POSTNATAL PERIOD
Murray, Hipwell, Hooper, Stein & Cooper (in press) has proposed that when a 
mother becomes depressed for the first time during the postpartum it is a 
specific reaction to the birth of her baby, and that the depression is particularly 
characterised by hostility towards the baby. When he was seven weeks old Eve 
confided to me that Kevin had been playing sadistic games with Tom for 
several weeks, sliding him, holding only his hands, down the back of the sofa, or 
throwing him into the air. Eve reported that Kevin seemed immune to both 
Tom's distress or Eve's requests to stop, and indeed he assured her that Tom 
was enjoying it. This seemed to be more than parental insensitivity, but rather 
deliberate cruelty. I was very relieved when I could present this to the seminar, 
and feel contained by them, as I was very distressed and concerned for Tom, 
and I was wondering what action I could or should take. The seminar 
hypothesised that Kevin was unable to control his unconscious hostility towards 
his son. As Fraiberg (1987) notes, unconscious hostility can break through the 
normal protective parental defences and develop into a form of bullying in which 
the mother, if she fails to prevent it, can become, without consciously intending, 
a silent partner and thus a co-conspirator. I began to wonder if Eve was allowing
66
Kevin to treat Tom in this way as a means of vicariously transferring her own 
hostility towards her baby.
Eve’s lack of sensitivity to her baby continued over the following observations. I 
rarely heard her refer to Tom’s need to be cuddled or held, neither did she make 
any reference to his state of mind other than in reference to his physical needs 
(see Fonagy et al, 1995). She tried very hard to be a “good mother”, but she 
construed his needs in a very practical sense, and always interpreted his cries 
as a need for physical attention. However, her awareness of his physical needs 
seemed to be contained within the fairly rigid parameters of the normal round of 
caring. She seemed to find it difficult to put herself in his place; for example, she 
took him out for a walk on a cold but bright December day with only a light 
blanket over his indoor clothes; she herself did not feel the cold, and there 
seemed to be an unspoken assumption that neither would Tom. This and other, 
similar, reactions to Tom led the seminar to discuss whether Eve had a picture 
of Tom as someone separate from her, or whether she saw him as being the 
same as her, thus obviating imagining another’s state of mind.
In the weeks following the birth Eve showed increasing signs of withdrawing 
from Tom, particularly when she fed him, and I became concerned that she was 
becoming depressed. Given my role as an observer, I was not in a position to 
objectively assess her state of mind; however, there were a number of signs 
that, taken together, indicated that she was postnatally depressed. My 
‘diagnosis’ was given tentative confirmation shortly before the observations 
came to an end, when Eve confided to me that she thought she had had 
postnatal depression in the early months.
Eve’s insensitivity to Tom was particularly manifest in the way she fed her baby. 
In the first months the television was almost always on before, during and (I 
believe) after my visit, usually quite loudly and intrusively. It was as though there 
was an unbearable void inside her that could only be filled by the 
companionship of noise. When Eve prepared to feed Tom she went through a 
ritual that was the same during each observation. She settled into the corner of
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the sofa, placed Tom on a pillow, latched him onto to her breast, then she 
picked up the remote control, found the television channel she wanted, adjusted 
the volume and gave it her full attention. She rarely looked at Tom during the 
feed unless she felt he had lost the nipple or need to change sides. I often felt 
that Tom had disappeared, and my observation of my own feeling state was that 
I was experiencing a feeling of emptiness and deadness that was specific to the 
period during and just after the observation. At times Eve engaged me in 
conversation about what was on the television or something important to her at 
the moment, but at other times she seemed oblivious of my presence too.
Feeding was neither a sensual nor an intimate interaction; Tom had few of 
those experiences described by Bick (1968) as optimal in holding together the 
infantile unintegrated state. Rather, feeding seemed to become a functional 
process which served to demonstrate Eve's adequacy as a mother. She 
believed quite powerfully that her maternal success was measured through 
Tom's weight gain. The seminar hypothesised that through her behaviour during 
feeding Eve was expressing her hostility towards Tom, by withdrawing 
emotionally from him; it was also hypothesised that she was envious of him that 
he had a breast from which he could draw nourishment, while she had little 
support from either her mother or her husband and thus no replenishment of her 
own needs in the task of caring for her baby.
Eve was very aware of Tom, her speech when not watching television was 
almost all about him, but although he was very present in her mind, she often 
failed to engage with him, neither did she attribute feeling states to him, nor did 
she make any statements that indicated she perceived him as having a 
relationship with her, other than in terms of practical needs. Tom did not appear 
to experience feeding as either a containing or a soothing experience; he often 
cried as he was put to the breast, and for a while after feeding commenced. The 
seminar hypothesised that he was not receiving comfort from feeding, and that 
his lack of responsiveness during feeding suggested that he, too had become 
locked in his own world. I found the pain of Tom's predicament distressing, and 
was glad of the opportunity to discuss the observations in the seminar. As
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Winnicott (1965) notes, mothers who can't hold their babies "quickly produce in 
the infant a sense of insecurity and distressed crying" (p49). Tom was crying 
more than most babies of his age, and at times when babies are usually 
comforted (Hopkins pers comm). Eve was at a loss to know how to console her 
crying baby. At times it was as if there were two crying infants in the room (cf 
Fraiberg et al, 1975).
Observation at 7 1/2 weeks
The following extract illustrates the specificity of Eve's withdrawal from Tom 
during feeding; we had been for a walk during which Tom had become 
increasingly distressed. The observation illustrates the discontinuity in her 
relations with him, specifically the contrast between her empathie reaction to his 
distress when she put him down compared with her withdrawal once she 
commenced the feed.
Once home Eve put the television on again straight away before putting the pram in the 
dining room and taking Tom out of it. As she picked him up he at once quietened, but 
then she realised that she hadn't taken her coat off and laid him on the sofa while she 
did so. He immediately began to cry; "poor Tom" she said "I should have taken this off 
before I took you out of the pram". Tom sat, propped up against a cushion on the sofa, 
whimpering until Eve picked him up and said she would feed him. As she prepared to 
feed him Eve told me how Tom now pulls at her nipple after his immediate hunger is 
satiated and that it hurts. She appeared quite upset about it, but made the comment 
with little affect... Tom latched on straight away and sucked heartily. After she had 
checked that he was sucking Eve immediately turned her attention to the television; I 
felt that I was now witnessing a regular pattern, in which feeding was a very functional 
matter, where there was no emotional contact or pleasure in one another.
My own feeling of an increasing sense of emptiness and despair in response to 
the observations during those early weeks was, the seminar felt, a 
countertransferential reflection of Eve's own feelings. I could not wait for the 
observation to end when I could get away. I felt that Eve too had ‘got away’ from 
Tom while she fed him, by switching off from him during what should have been 
their most intimate moments; I felt she put further distance between them by 
continuing to feed him on a pillow, which meant that there was always a buffer 
between them, even once Tom was quite a large baby and no longer required 
the extra height from the pillow to enable her to hold him comfortably during 
feeding. The seminar hypothesised that Eve continued to use the pillow so that
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she could not properly hold him, and thus protect her from his needs. She 
seemed to experience Tom as an overdemanding baby who depleted her of her 
inner resources, as this fragment from the observation at 6 1/2 weeks illustrates.
She (Eve) complained that he (Tom) was not like other babies, whose mothers could 
put them down, and who would occupy themselves. She felt she didn't know what Tom 
wanted. 7 change his nappy all the time, I feed him... ' then fading off... 'and I cuddle 
him'.
Like many depressed mothers. Eve tried very hard (Stern, 1995) as though she 
knew that she was insufficiently there for Tom. Instead, she went through the 
right steps, but without the right feeling; throughout the observations she 
continuously sought to ameliorate his distress, through a continuous round of 
feeding, changing and attempts to entertain him. As Stern notes "The result., is 
a false interaction between a false mother and a false self" (p i 04). For, 
although Eve continuously did things to Tom, she could not be with him, and 
would often either fail to register or ignore his cries. Eve did not appear to 
interact with Tom in response to his needs, but rather in response to her own, 
internal, set of expectations as to what he should need. Often Eve's attempts to 
engage with Tom were out of tune with his mood, for example she would initiate 
a tickling game, with no warning, when Tom was laying quietly; she seemed 
immune to the fact that she had alarmed and startled him. She became 
concerned if he was unoccupied, and while he was awake involved him in a 
constant round of mental stimulation and physical activity.
From the first observation. Eve commented that Tom would be so much more 
content when he could play with toys; once Eve had taken care of Tom's 
supposed physical needs (which could include two or more nappy changes in 
an observation) she would assume his distress could be ameliorated through 
giving him the right toy, rather than by being picked up and cuddled by her. It 
might therefore be hypothesised that Tom’s own capacity for “finding himself in 
the other” as a mentalising individual would be compromised since the version 
of self that he encountered was one in which he “was conceived of by his 
mother in terms of physical reality rather than mental states” ( Fonagy et al, 
1995, p257).
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Tom had few opportunities to enter a state of reverie (Bion, 1967) or have the 
experience of being alone in the presence of another (Winnicott, 1965).
Similarly she did not engage in the 'dance' described by Stern (1977); neither 
did she enable Tom to use her as a mirror - his experience during feeding was 
one of looking and not seeing himself reflected in his mother's face (which was 
turned away, looking at the television), and which Winnicott (1971) defines as 
being necessary for the development of a sense of self.
The observations became characterised as much by what was missing in the 
relationship between them as what was present; there developed a monotonous 
routine in which following my arrival. Eve first changed then fed Tom then 
sought to entertain him with a endless procession of toys. The seminar 
hypothesised that it was as though a dead part of Eve was being 
re-experienced in her relationship with Tom to which I, as surrogate mother, was 
witness.
Observation at 14 1/2 weeks
During the early months the level of Eve's depression was variable but 
responded positively to the physical presence of her mother. When Tom was 
three months old her parents came to stay for a week while Kevin was away; 
their visit was accompanied by a brief respite in her depression and a marked 
change in her sensitivity to Tom as this next observation illustrates.
Eve lent over Tom who was still on the changing mat "Have you missed your Mum?” 
she asked him. "Well I'm back now." Tom turned and looked at her, and smiled. She 
nodded her head and smiled back, and they began a game of putting their tongues out 
at each other; as he did so the whole of Tom's body responded to his mother... After a 
few minutes Tom began to fret. Eve explained that he had only taken a little of the 
bottle she had left for him this morning, and, deciding that he was hungry, took him to 
the sofa to feed him.
Tom shouted until he actually latched on to the breast, and then became calm. He was 
still lying on the pillow, and began to feed with some gusto. He lay fairly still, except for 
his left hand which he reached up to paw Eve's T-shirt. Eve talked a bit to her father, 
though it was he who initiated the conversations. After about 5 minutes Tom let go of 
the nipple, and looked up at his mother. She was in the middle of talking to her father, 
but stopped and looked down at him and said "Have you had enough then?" and 
smiled; Tom smiled back. They became completely absorbed in one-another, smiling 
and making faces.
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This observation indicates not only the potential for sensitive relating in Eve, but 
that once she interacted differently with him, Tom was able to respond to it. 
Unfortunately, once her parents left Eve's insensitivity to Tom reappeared.
THE DEVELOPMENT OF AN AVOIDANT ATTACHMENT
After only a few weeks the seminar feared we were witnessing early indications 
that Tom was developing an avoidant attachment to his mother, expressed 
through gaze aversion and the withholding of smiles from her (Fraiberg, 1982). 
The aversion was specifically directed towards his mother; both I and his 
paternal grandmother easily elicited smiles and visual engagement. According 
to Fraiberg (1982), such a marked tendency to avoid is an early indicator of a 
disturbance in the mother-infant relationship.
Eve's difficulties in sensitively attuning to Tom and particularly to show empathy 
with him was particularly marked when he was distressed. She often ignored his 
crying, and never attributed his distress to a need to be held or cuddled by her.
It seemed as though she quite deliberately withheld herself from him as a 
comforting or containing object. The following extracts illustrate the continuity of 
avoidance behaviour:
Observation at 7 1/2 weeks
Tom awoke and Eve placed him on her lap, facing her. He looked to the side of her, 
and she attempted to make eye-contact with him, moving her face or his body to do so. 
Once or twice he appeared to look at her, but held her gaze only momentarily... Eve 
continued to get him to look at her, commenting that he looked at his (paternal) 
grandmother. She held him closer and closer in an apparent attempt to force him to 
look at her. The memory I took with me as I left was of Tom, held inches from his 
mother's face, with his eyes focused on her hair line.
Observation at 18 weeks
Eve walked across to the FIsher-Price Swing', which is at present in the sitting room 
close to where I sit. As soon as she put him into it, Tom's cries subsided; he looked to 
his left at the down-bar of the swing and gave a couple of shudders as his crying 
lessened. Eve was about to start the swing, but decided against it; instead she pushed
* The Fisher-Price Swing is a mechanical swing, which, once switched on, automatically 
swings at a pre-set speed.
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if slightly - It swung a little and then stopped. Eve knelt In front of Tom, but he looked to 
one (L) side, so that he was not looking directly at her. He held out his left hand close 
to the bar, and appeared to be looking intently at it or the bar. After a minute or so he 
shifted his gaze slightly so that he was looking at me. He steadily looked at me for what 
seemed like several minutes, mostly quite solemnly, but occasionally he half-smiled at 
me and twice he vocalised, gurgling at the back of his throat.
During this time he hardly looked at Eve at all. She wondered what he was looking at, 
and realised it was me; "he's fascinated by you" she said. Eve seemed accepting of the 
fact Tom rarely looks at her, and I realised that it was some time since she'd 
commented on it. Tom made several fleeting glances in her direction, but although she 
was directly in front of him, and frequently spoke to him, he only once made prolonged 
eye-contact with her when she gave him a toy. The other time he gave a more 
prolonged look was when she leant away from him to pick something up. It seemed as 
though he needed to know she was there, but that was all.
The second extract illustrates Tom's dilemma: how to maintain proximity to his 
attachment figure while at the same time remaining safe from the potential hurt 
she could cause him. Fraiberg (1982) notes that avoidance is the first 
behavioural defence, which Tom was using when less than two months old. 
Fraiberg notes "where the normal baby seeks eye contact and gaze exchange 
with his mother, these babies never or rarely look at their mothers. Where the 
normal baby smiles in response to the mother's face and voice, these babies 
never or rarely smiled at the mother." (p616-617). In avoiding his mother, Tom 
was missing out on the period of time described by Murray (1991) as that in 
which communication between mother and infant has no focus other than the 
feelings and intentions of the two participants, and in which each partner’s 
experience of being in relation to the other appears to exist as an end in itself. 
There was concern in the seminar that this could have implications for his social, 
emotional and intellectual development (Murray, 1992).
Main and Weston (1982) argue that avoidance of mother permits the infant to 
maintain organisation, control and flexibility in behaviour, which might otherwise 
disintegrate. Like the avoidant baby in Ainsworth's (1979) Strange Situation, 
Tom, at a very young age, developed an "organised" attention to a predictable 
inanimate environment; this was particularly well illustrated by the way he 
related to a number chart that Eve had placed on the table alongside his 
changing mat. Once on the changing mat Tom was completely engrossed in the 
chart; he was soothed by it, played with it, smiled at it and talked to it. The 
number chart was placed to Tom's left and he soon developed a strong
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preference for his left side, the remnants of which were still evident at nine 
months of age. By the time he was about three months old it was so 
pronounced that it was reminiscent of an agnosia. He ignored sounds coming 
from his right, almost always looked towards his left and demonstrated a 
marked preference for his left hand. It was as though he had created an internal 
split which was manifested quite concretely in which 'left' (the inanimate world), 
represented a contained, safe environment and 'right' (his mother), represented 
an unpredictable, hostile one. The seminar hypothesised that through his 
"relationship" with the number chart Tom created his own, more reliable, focus 
of interest that retained elements of his mother, because of its association with 
her. Tom's behaviour was organised round his mother; he was never unaware 
of her presence and needed her near him; however, as noted by Main &
Weston (1982), he also needed to control the relationship with her, to avoid the 
pain of her unpredictable availability and of her rejection of him.
Observation at 15 1/2 weeks
Eve place Tom on the changing mat and he immediately visually “latched on” to the 
number chart; he stretched out his hand and began to flip and hold the flaps. He was 
intensely involved in what he was doing, and “talked” to the chart, gurgling, and 
laughing, then tensing his whole body. Eve leaned across him an put her face near his, 
and began to echo his vocalisations; Tom continued to give the chart his full attention; 
he seemed unaware of her presence and continued his “conversation” with the chart.
LATER MONTHS
During Tom's early months I experienced considerable concern about Tom’s 
psychological and emotional development - particularly his avoidance of his 
mother. However, gradually Eve's depression seemed to become less acute 
and although there were signs of a continuing underlying chronic depression, 
her relationship with Tom began to improve. Simultaneously I became less 
anxious, I began to enjoy my time with them, and on one occasion I ran over 
time because I was absorbed in a game they were playing. The following 
observation illustrates an increased synchronicity between them.
74
Observation at 28 weeks
Eve came to the door without Tom, and said she was working in the kitchen... Tom was 
in his car seat on the floor, and as we came into view he turned to us and smiled. Eve 
went into the kitchen and resumed the washing up and I sat on the bench in the dining 
room. Eve said that she had discovered that she could get on with her housework so 
long as Tom could see her. Tom was wearing a matching T-shirt and shorts with bare 
feet; he had a rattle in his hand which he was mouthing. Eve turned Tom's chair so that 
he could see me as well as her, saying "Here's Auntie Susan come to see you".
As Eve washed up, she and Tom engaged in several games; Tom blew raspberries, 
clucked his tongue, gurgled and from time to time made a sound like "eoww" which Eve 
echoed back delighting Tom who beamed at her and wriggled. He looked at her 
frequently and each time she responded his face lit up. As Eve talked to him Tom 
became alertly still for a fraction of a second and then beamed and wriggled his whole 
body; then, as she turned back to her work, he watched her for a few seconds, only his 
toes still wriggling, before he resumed playing with toes or rattle. Then he Included me; 
largely this was a peekaboo game in which he pressed his head hard against the side 
of the chair so that I could only see one eye. As he did so he was smiling or gurgling.
The seminar hypothesised that Eve's depression had lifted as Tom grew and 
became less helpless and small and was less dependent on her; as he grew he 
was more able to express his needs and he relied less on her capacity to be 
sensitive to them; paradoxically this may have freed Eve to be more sensitive 
once she felt less overwhelmed.
As he grew older, I became aware that physically Tom was quite a passive baby 
who easily became aim-inhibited; his motor development was also delayed: at 
nine months he was only just beginning to roll over onto his tummy and could 
still be relied on to stay sat in whichever position he was placed. If toys went out 
of reach he rarely attempted to retrieve them. The relationship between them 
had improved significantly in the past months; however, the following 
observation suggests that Eve continued to mis-read Tom's signals, particularly 
those directed at asking for her as a source of comfort.
Observation at 33 weeks
Eve announced that she was going into the kitchen to put the oven on for lunch. As she 
left the room Tom did not look up but continued to play without disturbing the rhythm of 
what he was doing. But as soon as she was out of sight he gave a big sigh, then a 
whimper which escalated into a cry as he let go of his toys. Eve returned quickly asking 
Tom in a concerned voice what the matter was. She knelt down in front of him putting 
her face close to his. Tom raised his arms towards her in what seemed an 
unmistakable request to be picked up; Eve continued to talk to him but did not respond 
to his raised arms or acknowledge his wish. Tom's arms remained outstretched and 
Eve moved closer, but did not cuddle him, instead she gave him a toy which he played
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with in a lacklustre way and then put down and reached out to her again, whimpering 
slightly throughout.
Eventually Eve picked him up; she did not cuddle him but stood him facing out away 
from her on her knees. “Look, he can take his weight now” she said to me. Tom 
seemed to enjoy this and leaned forward precariously. Eve let him push forward and he 
almost seemed to fly; then, suddenly, without saying anything to him, she put him back 
in his nest so that he was sitting with his back to her; Tom appeared startled but did not 
look round. She gave him some different toys and, as he played with them, she told me 
of a friend's baby a little older than Tom who's been crawling for a while and can almost 
walk. Eve told me this story without affect, so that it was difficult forme to guess how 
much she minded the disparity between the babies.
This extract illustrates Stern's (1977) observation that "the same issues seem to 
get handled in the same general ways, although with different behaviours at 
different ages. The 'feel' and even the subject matter of the interaction around 
these clinical issues is continuous." (p i 86). Eve still had recognisable difficulties 
in negotiating closeness with Tom, particularly when he specifically requested it. 
Eve's response to his request to be picked up contained only a partial 
acknowledgement of his need for her. Her lack of empathy could be understood 
as a mark of her poor self-esteem as a mother; Eve appeared able to offer 
herself to Tom as another toy to be played with, but not yet as a person with 
whom to relate and gain comfort from.
Tom's response to his departing mother initially seems to be that of the avoidant 
baby who copes with his mother's departure by denying it (Ainsworth, 1979). 
However, unlike the avoidant baby, in whom the only sign of distress is 
physiological (Main, 1994) Tom was unable to contain himself in his mother’s 
absence and he began to cry. This lack of capacity for emotional self-regulation 
in a situation that should only have produced a mild level of arousal suggests 
that in the absence of sensitive regulation of affect by his mother, Tom had 
failed to acquire a range of flexible self-soothing strategies (Bridges & Grolnick, 
1995).
LOCATING THE GHOSTS IN THE NURSERY
Eve was, throughout these observations, forthcoming about her parents and her 
feelings about them; her feelings of anger and betrayal were at times barely 
concealed. Her attachment to her own mother was either 'enmeshed' or perhaps
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even 'unresolved' (Main, 1994); she complained constantly about her mother 
and deprecated her mother’s capacity to mother her, yet at the same time was 
very dependent on her, and phoned for advice each day. Eve's lack of intimacy 
with Tom became understandable as I came to learn that Eve's own mother had 
suffered depression at stages in her childhood, culminating in a suicide attempt. 
As Fonagy et al (1995) note when an child (in this case the child Eve) is 
confronted by hostility in the caregiver, "the infant may turn away from the 
mentalising object because the contemplation of the object’s mind is 
overwhelming. ... This may lead to a widespread disavowal of mental states by 
the child that further reduces the chance of identifying and establishing links 
with understanding objects’’ (p257-8)
The transferential nature of Eve's mistrustful-yet-dependent relationship with 
professionals, which had featured throughout the observations, was elucidated 
when she told me of times when she had to protect herself and Tom from her 
mother's supernatural preoccupations and her intrusiveness, such as when her 
mother attempted to feed Tom solids at two months against Eve's express 
instructions. I was reminded of Fraiberg et al's (1975) paper in which they wrote 
"In every nursery there are ghosts. They are the visitors from the unremembered 
past of the parents; the uninvited guests at the christening" (p387). I suspected 
that Eve’s own mother had had significant difficulties in mothering her daughter, 
and that I was witnessing the transgenerational transmission of maternal 
insensitivity (Steele, 1990). Eve remembered her past as fact, but not the 
associated affective experience, which made her vulnerable to "a blind 
repetition of that morbid past" (Fraiberg et al, 1975, p420).
PART THREE: EVALUATION
In this section I shall evaluate the observation both in relation to the stated aim 
that Infant Observation seeks to develop within the professional an individual 
who is capable of self-observation as a professional tool, and whether it is in
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fact “an extremely valuable skill that enhances the capacities of those working in 
the caring professions" (TrowelI & Rustin, 1991, p233). In referring to patients 
and therapists in this section I shall refer to the patient in the masculine and the 
therapist in the feminine.
In my experience the method of Infant Observation, the weekly hour with the 
mother and baby, plus recording the session and presenting at the weekly 
seminars, facilitates an intensity of experience for the observer. Because the 
observer has no task during the observation other than to observe (there is a 
requirement not to take notes, or record the frequency of interactions), there is 
no built-in distraction from the full impact of the interaction between the infant 
and his surroundings. As Rustin (Margaret, 1989) noted, the experience of 
observing was very powerful; being with this mother and her infant led me to 
feel at times quite overwhelmed by feelings of anxiety, helplessness and 
discomfort. The impact would have been less intense had I not been required to 
record the observation afterwards, and to present it to the seminar. However, 
the proported usefulness of Infant Observation as a method of training lies in its 
ability to develop self-observation in a situation where such powerful feelings 
are elicited. To what extent was this achieved?
In my training as a clinical psychologist there were few demands to include 
observation and monitoring of my own internal state, and to use that 
information in understanding what was happening in the clinical setting. The 
requirement therefore that I evaluate my reactions to, and impact on, a quasi- 
clinical situation was not something I had previously experienced in a formal 
setting. The requirement to do so, in a situation where at times the desire to 
take action was considerable, enabled me to gradually create a space in my 
mind in which to contain distressing and confusing feelings over the period of 
the observation. Part of the skill in psychotherapeutic work is to be both a 
participant in the interaction and to retain an observing self who can evaluate 
what is happening between the patient and oneself. During the early part of 
the Infant Observation at times I intervened to alleviate my distress; this made 
me consider those times when I acted precipitously in my clinical work, and to
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become more aware of those occasions which were likely to precipitate an 
unhelpful intervention,
I also learned to be with Tom and his mother without intruding too much. An 
important skill in psychotherapy is the capacity to be with the patient in a non- 
intrusive way, which, when done at the right time, encourages in the patient 
the capacity for self-reflection. Although, inevitably, one is a participant 
observer in an Infant Observation and an observing participant in a therapeutic 
situation, there was a transfer of learning between the two. Learning to be part 
of, without intruding, into a situation which is neither social nor clinical, is very 
difficult; having acquired that capacity over the course of the observation, I 
found it helpful in working clinically, where I was less anxious about those 
times when it was important to allow the patient space to think and feel.
I also became more aware than I had been of how my own history influenced 
my perceptions of situations. There were times when I realised my response to 
an incident during the Observation was a transferential reaction, based on my 
own Internal Working Model of relationships (Bowlby, 1988), which had closed 
my mind to other, possible interpretations of what had happened. In addition to 
achieving the objective of increasing my awareness of my own transference 
reactions, I became aware of the strength of a transference relationship to me in 
a non-clinical, but nevertheless quite intimate situation. I hypothesised that 
Eve’s relationship to me reflected that to her mother - in other words contained 
transference elements. In the same way that she experienced her mother as 
disapproving of her and not wanting her, there was evidence that she expected 
me to relate to her in the same way (she verified my supposition of this belief 
shortly before the observations ended).
In addition, through the process of observing the effects on an infant of a 
mother who is insensitive to his emotional life, I became aware of how a mother, 
who was not overtly cruel, who cared very adequately for the physical needs of 
her baby, could at the same time cause a baby to become distressed and 
emotionally vulnerable. This was something I already knew at a theoretical level.
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but which I learned at an experiential level through the observation, and has 
been of significant use in understanding the histories of some of my patients. By 
witnessing the effects of a lack of self-reflection and insensitive handling on a 
baby, I also became aware of the potential negative effects of similar lacks of 
sensitivity and self-reflection by therapists on the psychological state of patients 
who were very regressed, when mis-timing of an intervention can feel 
unacceptably intrusive.
A more problematic issue was in the use of the countertransference. Unlike the 
concept of transference, which has parallels in other areas of psychology (eg 
Bowlby’s 1988 Internal Working Model), there is no such parallel regarding 
countertransference, which although a central tenet of psychoanalytic theory 
(Racker, 1968), does not translate easily into other areas of psychology. The 
concept of feelings being projected into me was one I found difficult to 
distinguish from other, transference and non-transference based feelings. An 
example was illustrated in my wish for the observations to be over, and to get 
away from the painful situation I was witnessing. The seminar hypothesised 
that my reaction was countertransferential - a reflection of Eve’s wish to get 
away from Tom (manifest through withholding herself during breast-feeding). 
However, I was aware that there were other possible explanations. The 
assignation of a feeling within the therapist to countertransference has 
significant implications for the patient, since in unskilled hands it can lead to a 
misdiagnosis of a situation by the therapist, and feelings of persecution in the 
patient. Although the objective of Infant Observation is to enable professionals 
working in the caring professions to do so more sensitively, there is always the 
danger that mis-use of the coutertransference by those inexperienced in its 
utilisation will trap rather than free patients if the therapist ‘decides’ what the 
patient is feeling based on her own feelings.
The requirement to think about the possibility that I was sharing in another’s 
feeling state (intersubjectivity) did, nevertheless, become useful in thinking 
about my reaction to my patients. It was another way of opening my mind to a 
range of possible explanations for my reactions to an emotionally-charged
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situation, in doing so I believe that I was beginning to develop the capacity for a 
psychoanalytic attitude where there was space in my mind to hold confused 
experiences, without feeling that I had to resolve the confusion immediately.
In evaluating the benefits of the Infant Observation on my clinical work, my 
final consideration is whether the same results could have been obtained 
through other means, for example through individual supervision of a patient in 
therapy. After some consideration, I conclude that while some of the benefits 
could be acquired in supervision (eg becoming aware of the patient’s 
transference), the distinguishing variable in an Infant Observation is the 
opportunity to observe the effects of relationships on relationships (Trowell & 
Rustin, 1991). In observing a mother and her infant I became aware that while 
the mother brings her history of relationships into the relationship, her baby 
reacts to the influence of that history in the context of his/her own 
constitutional temperament. Here again there is a parallel with psychotherapy: 
the patient, like the mother, brings his history of relationships into a new 
relationship: but it is the therapist’s capacity to create a space in which she 
can reflect on her own reactions and feelings as well as those of her patient 
which is unique, and which enables the patient to see himself reflected in her.
In doing so she facilitates her patient towards both a new understanding of his 
problems and the opportunity to recreate aspects of his history within the 
therapeutic relationship which enable him to attempt new solutions to those 
problems.
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ABSTRACT
Research findings concerned with the importance of attachment to the development and 
stability of children and its continuity across the life-cycle were reviewed, with particular 
reference to the measurement of adult attachment and the intergenerational transmission 
of insecure attachment patterns from mothers to their babies.
The aim of the study was to assess the validity and reliability of the Loss Scale, a self- 
report measure of attachment developed by the writer to measure attachment status in 
pregnant women, through their responses to four scenaria involving separation or loss.
The current study reports the first stage in the development of the Scale, which is intended 
to discriminate women at the ante-natal stage who are at risk of the transgenerational 
transmission of insecure attachment to their babies.
The results of the analyses of the findings did not support the utility of the Loss Scale in its 
current form. There were technical and methodological difficulties that required 
rectification before the Scale could be developed further. The most important of these was 
that responses to the Loss Scale were heavily weighted towards scenario-specificity, so 
that no overall measure of attachment competence was possible.
Given this limitation, recommendations for further research included that a future Loss 
Scale should comprise scenaria which were concerned with the woman’s relationship with 
her own parents.
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CHAPTER ONE
INTRODUCTION
87
"Many of the most intense of all human emotions arise during the formation, the maintenance, the disruption 
and the renewal of affectlonal bonds." (Bowlby 1979)
The Nature of Attachment
The study of human attachment is founded on the work of John Bowlby (1969,1973,1980). 
He considered that the attachment system was “a primary motivational system with its 
own workings and interface with other motivational systems" (1973). He saw it as a basic 
component of human nature, already present in germinal form in the neonate and 
continuing through adulthood and into old age. Drawing on ethology and evolutionary 
theory, he argued that the attachment system, through evolutionary adaptedness, has 
primary and immediate responsibility for the regulation of infant safety; it results in the 
infant continually monitoring the psychological and physical accessibility of attachment 
figures. The development and organisation of this instinctively guided system was used to 
explain the child’s behavioural and emotional responses to separation and loss.
Attachment theory argues that “The human infant’s attachment to it’s mother (or other 
primary caregiver) is a prerequisite for survival and a test-bed for all other attachments he 
or she will make.” (Parkes et al, 1991, p i); out of this first relationship will stem a set of 
assumptions and expectations that will influence subsequent relationships throughout life, 
and which will be resistant to change. Attachment itself is an overall term which refers to 
the state and quality of a given individual’s attachment. To feel securely attached means 
to feel safe and secure; to feel insecurely attached usually means to have a mixture of 
hostile and loving feelings towards an attachment figure. An attachment relationship can 
be defined by the presence of three key features (Weiss 1991).
1. Proximity seeking : the child will attempt to remain within protective range of his/her 
parents; this range decreases in a strange or threatening environment.
2. Secure base effect: when an attachment figure is present the child is able to feel 
secure; this results in an inattention to attachment concerns (eg the whereabouts of the 
parent) and the ability to explore and play confidently.
3. Separation protest: threatened separation from the attachment figure results in protest 
and an attempt to prevent separation.
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Observed attachment behaviour is at its height in a child of about 12 to 18 months; 
however attachment behaviour can be reactivated at any time during illness or at times of 
threat, both during later childhood and adulthood. Bowlby (1988) concluded that the 
attachment system is operative throughout life, but that it becomes overt when an 
attachment-related crisis (eg falling in love, bereavement) activates it.
Historical Background
The relationship between mother and baby has been a major concern in psychoanalytic 
thinking from early in its development. Freud acknowledged its centrality when he wrote “A 
mother’s importance (is) unique, without parallel, established unalterably for a whole 
lifetime as the first and strongest love-object and as the prototype of all later love 
relations’’ (1940, p423).
However, early psychoanalysts tended to view people as isolated energy systems rather 
than as embedded in relationships. Bowlby took many of the concerns and precepts of 
psychoanalytic thinking and re-evaluated them within a scientific framework. Following his 
early work in the 1940’s and 1950’s respectively into juvenile delinquency and the effects 
of early separation on young children (eg 1944, 1952), Bowlby became concerned about 
the effects of maternal deprivation on young children. Working with Robertson, he was 
initially struck by children’s apparent indifference to reunion with their mothers following 
separation (1952). This led him to suggest that children reduce the pain of separation by 
using a defensive manoeuvre which he termed ‘detachment’.
As Holmes (1993) notes, Bowlby was significantly influenced during the 1950’s by the 
work of the ethologists Lorenz and Tinbergen. He was particularly interested in imprinting 
as a process underlying the formation of strong social bonds, but not linked to feeding. 
Having always had misgivings about the scientific status of psychoanalysis, Bowlby found 
in ethology a departure point from which to explore human relational ties. Bowlby 
incorporated a number of the principals of neo-Darwinism and ethology in examining the 
issue of maternal deprivation. Important to the concerns of this study is that his landmark 
book “Child Care and the Growth of Maternal Love” (1953) included the idea that there is a 
cycle of deprivation and emotional damage that becomes perpetuated as neglected
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children grow into neglecting parents through the internalisation by the growing child of 
adverse experiences in such a way that the child experiences further adverse experiences 
as s/he grows into adulthood.
Bowlby’s work influenced his student, Mary Ainsworth, who, later in Uganda, closely 
observed mothers and their babies in their home environment. Ainsworth’s naturalistic 
observations led her to hypothesise five stages of attachment through the first year of life 
during which babies develop from undiscriminating in their responsiveness through the 
phases of differential responsiveness, protest at separation, initiation of maintenance of 
contact when separation occurred and finally initiators of attachment behaviour. Later, in 
controlled laboratory experiments in Canada, Ainsworth observed avoidance behaviour 
upon reunion with mother in a proportion of one year old babies briefly separated from 
their mothers. She felt that this avoidance shared a number of features with what Bowlby 
had previously described as ‘detachment’. Her findings created a new focus for research 
within developmental psychology; in particular it addressed the issue of continuity and 
change across the lifespan.
A key question within the field of mother-infant interaction concerns the pathways through 
which ‘character’ emerges from the interactive matrix of the early years of life. Within 
psychoanalysis the issue of the effect of early experience on later development in itself 
was not contentious. There was a general acceptance of the importance of early 
experience and its influence on later development, though there was dispute as to 
whether that experience was internally or externally derived. Within developmental 
psychology, however, with its demands for empirical verification of theory, the issue had 
been fraught in part because of a lack of congruence between the research findings. 
Counterintuitively, these findings, which concentrated on the observation of static traits 
across time, suggested that there was little continuity of an individual’s adaptation across 
time to experience. The assumption was therefore that early experience had little influence 
on later behaviour (Clarke & Clarke, 1976). Bowlby’s later work (1969, 1973, 1980) 
attempted to grapple with the issue of continuity and change within the individual across 
the life-span.
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Bowlby conceptualised attachment not only as a behavioural system but also as one 
involving mental representations, which he called ‘internal working models', and which he 
conceptualised as models of the world which enable us to act in a novel situation without 
rethinking each one from the beginning (see below for an elaborated definition). As will be 
described in greater detail below, later theorists, in particular Main (eg Main, 1991,1994) 
have developed methods of quantifying the narrative concomitants of working models and 
linking them with earlier, behavioural, manifestations of attachment. Attachment theory 
today has therefore developed the tools to enable investigation not only of the behavioural 
aspects of attachment in pre-verbal children, but also the narrative representations of that 
early learning in older children and adults.
The Strange Situation
The attachment behavioural system, which is operative from birth, functions 
homeostatically in order to maintain a balance between attachment security and 
exploratory behaviour (Holmes, 1993). Specifically, when the child feels secure, s/he feels 
able to explore the environment and pay less attention to the attachment figure. 
Conversely, when the child perceives the environment as alarming in any way, there is a 
reduction of interest in the environment (which is potentially hostile) and an increase in 
proximity-seeking behaviour to the attachment object in order to gain protection. Thus the 
attachment system may be seen as complimentary to the exploratory system, so that the 
excitation of one inhibits the other.
Mary Ainsworth devised the first experimental measure of this homeostatic balance in the 
Iate1960’s - the Strange Situation. Repeating work she had already undertaken in 
Uganda she first observed the babies and their mothers at home during the first year. She 
then devised a paradigm consisting of a twenty minute session set in a playroom which 
involved mother, infant (12 to 18 months) and an unfamiliar female adult. A series of 
seven 3-minute episodes were designed to gradually increase the amount of attachment­
relevant stress experienced by the infant in which the infants were separated from their 
mothers twice, and then reunited with them. The whole procedure was videotaped, 
focusing particularly on the response of the child to separation and reunion. Initially three 
(later four) major patterns of response were identified: secure (in which the infant shows
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signs of missing the parent on separation and often cries, greets the parent actively, 
usually asking to be held, then settles and returns to play once more); insecure-avoidant 
(in which the infant fails to cry on separation from the parent, actively avoids and ignores 
parent on reunion and focuses on toys or the environment throughout the procedure); 
insecure-ambivalent (in which the infant may be wary or distressed even prior to the 
separation; is preoccupied with parent throughout the procedure and may seem confused, 
angry or passive, fails either to take comfort from parent on reunion, or return to 
exploration); insecure-disorganised (in which the infant displays disorganised and/or 
disoriented behaviours in the parent’s presence during the procedure, suggesting a lapse 
in behavioural strategy).
Ainsworth found that in her original middle-class Baltimore sample 66% were secure; 20% 
were avoidant and 12% were ambivalent (Ainsworth et al, 1978) - the fourth category had 
not then been identified. This finding has been replicated in other middle class samples, 
but for lower-class samples significantly lower rates of securely attached infants are 
reported, eg Egeland & Farber (1984). The Grossmanns in Germany (Grossmann & 
Grossmann 1991) initially found in their working class north German Bielefeld sample that 
there was a very high level of avoidants; these findings appeared to contradict those of 
Ainsworth, but later work with a sample from southern Germany was concordant with that 
of Ainsworth with respect to the overall breakdown between the secure and insecure 
categories.
The Strange Situation has since been used in many other studies and is generally 
regarded as a reliable and valid instrument. It has become the foundation on which an 
edifice of attachment research has been subsequently built. However, there have been 
criticisms of it, particularly Lamb et al (1984), who questioned whether the Strange 
Situation was sufficiently complex to capture all the significant variance in infant 
behaviour. He also questioned whether Ainsworth’s original sample was of sufficient size 
to warrant the conclusions drawn from it, and whether subsequent research had been 
overreliant on her findings without replicating her whole study, in particular the extensive 
observation of the babies before they were placed in the experimental situation. 
Nevertheless, the Strange Situation has remained the foundation for attachment
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research, with partial replications of home observations (eg Grossmann et al, 1985) 
confirming Ainsworth’s original classification.
The Effects and Continuity of Attachment Across the Life-Cycie
A central hypothesis of attachment theory is that the infant-mother relationship serves as a 
prototype for later attachment relationships. The heuristic value of Ainsworth’s finding that 
babies at one year respond in ways indicative of secure or insecure attachment 
(Ainsworth, 1978) lay in whether there was any relationship between attachment status at 
one year and later attachment status, and the consequences of insecure versus secure 
attachment. There have been three longitudinal studies examining these issues: in the 
USA Mary Main at Berkeley (eg Main et al, 1985), and Stroufe in Minnesota (eg Stroufe et 
al, 1983); and the Grossmanns in Germany (eg Grossmann & Grossmann, 1991).
In summary, these studies demonstrated that there was a significant correlation between 
attachment status at a year and that in later childhood, and that there were significant 
differences between securely and insecurely attached children on a number of measures, 
including social adjustment, behaviour and autobiographical capacity, and that securely 
attached children consistently attained higher levels of adjustment than those who were 
insecurely attached.
Evidence that the patterns of behaviour defined by the Strange Situation continue into 
later development was demonstrated by Grossmann and Grossmann (1991) who found 
that patterns of behaviour on reunion were 87% predictable between the same children at 
one and six years. Main and her colleagues have also sought to measure attachment in 
older children through the use of play techniques, such as picture completion and story 
completion depicting in different ways episodes of separation and reunion. She found a 
high degree of concordance between the attachment status of one year olds who had 
been judged as secure in the Strange Situation and the same children five years later 
(Main et al 1985). She also found that insecure-ambivalent children had difficulty in 
comprehending that a thought is private, which may be linked with their experiences as 
infants of intrusiveness from their mothers. Stroufe (Stroufe et al 1983) argues that 
“Quality of attachment in infancy does...predict later dependency behaviour and it seems
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reasonable to assume that behavioural organisation builds upon earlier foundations in a 
coherent manner.” (p1625). However, attachment status in infancy is not completely 
concordant with later classification, eg Grossmann (1995) reports that a child’s attachment 
status at a year is not as predictive of their status at 16 as is their status at 10 years of 
age.
Factors understood to contribute to changes in children’s attachment status include 
mother-infant psychotherapy (Stern 1995) and changes in the parents circumstances, eg a 
change in the mother’s relationship (Erickson et al 1985) or economic security 
(Karen, 1994), particularly amongst socially disadvantaged groups. However, as Bowlby 
(1988) notes, attachment patterns become more resistant to change as the child grows 
older. He argues that during the first two or three years attachments are the property of 
the relationship between child and adult and are therefore plastic so that a child can be 
securely attached to one parent and not the other. Main & Weston (1981) found that 
although the percentage of children securely attached to their fathers was the same as 
those attached to their mothers, there was no correlation between the two. However, as 
the child grows older, the pattern of attachment becomes increasingly the property of the 
child, who then recreates it in new relationships eg at school with a teacher, or with peers. 
Grossmann (1995) indicated the importance of trauma in the genesis of changes in 
patterns of attachment, when she reported that those children judged secure at a year 
who had subsequently experienced trauma were insecure at the age of 16.
A series of studies examining social adjustment have found that children secure with 
mother at one year are more likely to function well in the peer setting at pre-school 
(Turner, 1991). Troy & Stroufe (1987) reported that children judged avoidant of mother at 
one year of age are likely to victimise others, whilst those judged ambivalent were most 
likely to be victims; however, children who had been secure with mother were neither 
victims nor victimising. Stroufe & Fleeson (1986) also found that nursery school children 
who had been avoidant of mother at age one tended to be rejected by teachers, those 
judged ambivalent tended to be babied, whilst those judged secure were treated matter- 
of-factly. Suess (1987, cited in Grossmann & Grossmann, 1991) found that pre-school 
teachers judged the personality of children with a secure attachment to either parent more 
positively along the dimensions of ego-control and ego-resiliency. There are also apparent
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links between insecure attachment and child behaviour problems (Crowell & Feldman 
1988; Erickson et al 1985). Erickson and his co-workers found that children with behaviour 
problems at the age of ten such as hostility, non-compliance or over-compliance, or who 
were passive and withdrawn were anxiously attached to their mothers.
A third, and heuristically important, finding is that children’s autobiographical competence 
at the age of ten is related to both early and concurrent security of attachment to mother 
(Main, 1991). She found a 75% correspondence between classification at age one and 
ten. Compared with insecurely attached children the secure children’s stories were 
consistently more coherent and had greater access to memories, especially of the pre­
school years. They also demonstrated a greater capacity to focus in on and reflect on 
their own thought processes - which Main calls ‘metacognitive monitoring’.
In a study designed to examine the continuity of attachment into adult life Waters et al 
(1995) assessed the attachment security of the original Baltimore sample (Ainsworth 
1978) assessed by the Strange situation at a year, twenty years later using the Adult 
Attachment Interview (AAI). They found a significant relationship between early 
attachment security with mother and AAI attachment security: overall 64% of the infants 
received the same secure vs anxious classification in early adulthood; 69% of secure 
infants were classified secure during adulthood; there was a 57% concordance rate for 
those who were classified insecure. They found a significant relation between 
experiencing parental loss, abuse, or serious illness (parent or self) and changes in 
attachment classification, while those who experienced no attachment-related negative 
events were most likely to be consistent in their attachments across the period from 
infancy to adulthood. These findings are consistent with those reported by Grossmann 
(1995) reported above, and add weight to the hypothesis that experiences during infancy 
play a significant (though not exclusive) role in adult security.
The evidence from attachment research does not, therefore, sustain an argument of 
attachment as fixed from infancy. Instead, attachment theorists see it as an increasingly 
complex and self-maintaining pattern of social interaction and emotion-regulation 
strategies that emerge in the context of a primary attachment relationship and then 
become altered and elaborated in many subsequent relationships, always with the
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possibility of change. As Stroufe (1993) notes, “We do not believe that early attachment 
experiences are associated with later quality of personality and social relationships 
because of some permanent scarring or protection that occurs in the first 18 months.... 
Rather, we believe that patterns of adaptation show coherence and heterotype continuity 
over time because of a transactive process, wherein expectations concerning self and 
relationships and patterns of arousal modulation lead to particular forms of engagement 
with the social and non-social worlds.” (pp333-334).
In summary a series of studies have demonstrated the durability of attachment style over 
time as measured by responses to age-appropriate attachment-related situations.
However, there is a need to ensure that attachment status is not considered in isolation 
from other psychological or sociological variables, which may have as significant an 
influence on child development and later personality organisation as attachment. There 
also have to be concerns about whether the measures in use do actually capture the 
phenomenon that Bowlby described when he first conceptualised attachment as the 
monitoring of the physical availability of a primary caregiver by the infant, in order to 
ensure infant safety. The edifice of attachment research has been built on the assumption 
that the Strange Situation is a valid measure of the monitoring process described by 
Bowlby; that of adult attachment on the assumption that narrative accounts of childhood 
relationships in the case of children, and childhood experiences (the Adult Attachment 
Interview) in the case of adults, measure the same phenomenon as the measures of infant 
attachment. There is a danger that as attachment research develops it becomes self­
validating through the use of measures that have been validated against themselves 
rather than independently validated against other measures of psychological organisation.
There are a number of unresolved issues; for example, there is insufficient account of how 
attachment status can change through experiences unrelated to those normally 
considered attachment experiences. If attachment can be influenced by variables outside 
those considered to be attachment experience does this mean that other experiences can 
and have been mutated into attachment experiences?
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A ttachm ent and Psychological Health
Bowlby saw secure attachment as affecting the quality of adult life. “Evidence is 
accumulating that human beings of all ages are at their happiest and able to deploy their 
talents to best advantage when they are confident that, standing behind them there are 
one or more trusted persons who will come to their aid should difficulties arise.” (1979 
p103)
The notion of ‘multiple models’ was introduced by Bowlby in 1973 to account for 
inconsistent and sometimes incoherent ideation in disturbed individuals regarding 
attachment. The term suggests a situation in which the child who is confronted by 
unpredictable, sometimes abusive behaviour from caregivers ‘splits’ good and bad 
experiences, so that s/he holds models are contradictory or incompatible in that both or 
several could not be true at the same time. Bowlby (1973) has hypothesised that it is the 
unfavourable interaction patterns with attachment figures which may render the child 
vulnerable to later psychopathology because the development of multiple models of the 
attachment figure leads to the development of multiple models of the self through the 
reflection of the parental relationship. Fonagy (Fonagy et al, 1991a) argues that a 
coherent model of the self is a central feature of parents classified as secure; while 
Holmes (1993) argues that without coherence and benignity towards oneself, self­
reflection becomes distorted as demonstrated in borderline patients.
Nevertheless, as Bowlby (1973) suggested, in later life it is often difficult to trace how a 
person’s disturbed emotional state relates to previous experience. Certainly given the 
multiplicity of influences which impinge on the individual it is difficult to isolate a particular 
one as being pivotal in the genesis of psychopathology, and there is little empirical 
research connecting childhood security of attachment with later psychopathology. No 
doubt as the adolescents in the above longitudinal studies grow into adulthood the 
aetiological contribution of insecure attachment to psychopathology will be clarified.
However, clinicians working within an attachment framework have made associative links 
between a number of psychological disorders and insecurity of attachment eg 
agoraphobia (Liotti, 1991), alcohol abuse (Brennan & Shaver, 1995) borderline personality
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disorder (Patrick et al 1992, cited in Holmes, 1993), depression (Harris & Bifulco 1991), 
eating disorders (Hopkins 1991), suicidal behaviour (Adam 1994). Recent research from 
Fonagy and his co-workers (Fonagy et al 1995) has found that following psychotherapy 
some adult patients changed their attachment classification from insecure to secure. 
Taken together, these clinical and research findings suggest that insecurity of attachment 
may be of aetiological importance in later psychopathology.
Internal Working Models and Mental Representations
The term ‘working model’ indicates that we have models of the world which enable us to 
act in a novel situation without rethinking each one from the beginning. It is a term devised 
by Bowlby (1973) and, as Holmes (1993) notes, it was influenced by the work of Craik 
(1943) in which he argued that organisms carry ‘small-scale models’ of external reality with 
them which enable them to more effectively manage emergency situations. According to 
Bowlby (1973), the nature of the working model is dependent on events that take place 
between the mother and her baby. Diamond and Blatt (1994) note that almost from birth 
the infant begins to construct internal working models of attachment, in which knowledge 
of self and others is “embedded in event-based relationships” (Main et al 1985 p73). 
’’These interpersonal transactions begin to be consolidated into internal working models 
from 9 to 18 months of age” (Diamond & Blatt 1994 p 75).
The baby whose mother ignores him when he is distressed will develop a model both of 
his mother as rejecting and of himself as unworthy of comfort. Conversely, the child who 
receives help when needed develops a working model of himself as worthy of support and 
of his mother as someone who can be relied on to give that support. The child therefore 
internalises both the meaning of the responsiveness and quality of care, but also identifies 
with it so that later he comes to enact himself the internalised parent. Studies of young 
children demonstrate that enactment can take place as early as two years of age. Zahn- 
Waxler et al (1979) found that aiding and comforting others in distress is a pattern of 
behaviour that develops in the second year of life; more importantly the form it takes is 
substantially influenced by how the mother treats her child. Children whose mothers
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respond sensitively to their signals and provide comforting bodily contact are those who 
respond most readily and appropriately to the distress of others.
Internal working models are initially organised as action schemata of attachment-related 
events; the avoidant baby attempting to minimise eye-contact with his mother will turn his 
head when she looks at him. In so doing he demonstrates the duality of the model in that 
he both attempts to maintain an internal homeostasis and enacts his mothers behaviour 
towards him. The internal working model encompasses the history of the parent-child 
transactions which relate to attachment, including those in which the infant attempts to re­
establish contact with a parent in his/her absence. Thus “the working m odel reflects
not an objective picture of ‘the parent', but rather the history of the caregiver's responses 
to the infant’s actions or intended actions with/toward the attachment figure.” (Main et al. 
1985 p85). The internal working model therefore contains not only experiences of the 
attachment figure, but also concepts of the self derived from those experiences. In adults 
the internal working model has been defined by Main et al (1985) as “a set of conscious 
and/or unconscious rules for the organisation of information relevant to attachment and for 
obtaining or limiting access to that information, that is, to information regarding 
attachment-related experiences, feelings and ideations.” (pp66-67)
Like internal working models, attachment representations are hypothesised to originate as 
mental representations of the sensori-motor control system that guide secure base 
behaviour in infancy. The subsequent evolution of later attachment is influenced by both 
cognitive and real attachment-related experiences (Sperling & Lyons 1994). However, 
‘mental representation’ differs from ‘internal working model’ in that it includes the notion 
that it is specifically narrative which mediates the experience; “these internal 
representations are reified through the generation of internal and external relational 
narratives, which then recursively influence the assimilation and organisation of new 
experience” (Sperling & Lyons 1994, p331; my italics).
Measuring Attachment in Adults: The Adult Attachment Interview
The Adult Attachment Interview (Main et al, 1985) was designed to tap memories of 
childhood relationships with parents together with an assessment of the influence of those
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early relationships on adult personality. Conceptually it is the heir to the Strange Situation, 
and Main’s work on children’s narrative. Theoretically it is also heir to the Strange Situation 
in that it draws on object-relations theory. The AAI is a structured, semi-clinical interview in 
which subjects are asked for five adjectives which would describe their relationship during 
childhood to each parent, and are asked to supply memories to support each adjective 
chosen. They are then asked whether they felt closer to one parent and why; whether the 
parents had been threatening; whether they ever felt rejected; why parents may have 
behaved towards them as they did, and what effects on the development of their 
personality they believed to be the result of their childhood experiences. They are also 
asked about any loss experiences. Judgements are made on the basis of current 
functioning rather that retrospective reports. The objective of the interview is one of 
“surprising the unconscious” (Main et al, 1985), as it provides a number of opportunities for 
internal contradiction. The interview takes approximately an hour and is transcribed 
verbatim; it is scored in terms of overall coherence of discourse, preoccupied anger, 
insistence on lack of memory, idealisation and metacognitive monitoring.
Main (1991) proposes that despite the fact that many adults have had varied and 
disparate experiences with their attachment figures she is able to assign a single 
classification for “overall state of mind with respect to attachment” (p i41) to each 
transcript. She devised four classifications which correspond to those of infants in the 
Strange Situation. (The equivalent Strange Situation category is given in brackets.) 
Secure-autonomous - F (B): in which the respondent is valuing of attachment, but 
relatively objective regarding any particular event or relationship, and coherent and 
plausible regarding life experiences whether those life experiences are favourable or 
unfavourable. Avoidant - D (A): in which the respondent is dismissive of attachment- 
related experiences and relationships; they often normalise or idealise (unsatisfactory) 
relationships. Ambivalent-preoccupied - E (C): the respondent is preoccupied with or by 
past attachment relationships or experiences, and often seemingly confused or 
overwhelmed by them; preoccupation with parents is often angry or passive. Unresolved- 
disorganised - U (D): Main found that during discussion of loss or abuse experiences, the 
respondent shows striking lapses in the monitoring of reasoning or discourse, for example 
s/he may indicate a dead person is still believed to be alive in a physical sense, or lapse 
into a lengthy eulogism.
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Main (1994) reported that current studies indicate that the proportion of adults in each 
category was approximately the same as that of infants in the Strange Situation, and that 
the D,E and F categories were found to be 78%-90% stable over a 2-3 month period in the 
USA, Britain, Israel and Holland, and over a 15 month period in Canada. She also 
reported that interjudge agreement for category placement averaged 85%, and that adult 
attachment categories were unrelated to general intelligence, memory or verbal fluency.
A limitation of the AAI is that its administration and scoring requires in-depth training which 
is both expensive and time-consuming; a further disadvantage is the time taken to 
administer and score it, which is also indirectly expensive. The AAI therefore has 
limitations in its use with clinical populations; Main in conjunction with colleagues in 
Holland is attempting to create a shorter, more accessible version, the BLAAT (Berkeley 
Leiden Adult Attachment Test, Main 1995). However there are difficulties in shortening an 
instrument which relies on the subtle nuances of narration without curtailing its potency 
and validity.
Another limitation of the AAI is that Main's classification system categorises the individual 
rather than the relationship, unlike the Strange Situation which classifies the relationship. It 
also identifies each adult within a single attachment style, thus neglecting the possibility 
that people draw on different models when relating both to different people and in different 
circumstances. Main’s (1991) claim that the AAI describes “the overall state of mind with 
respect to attachment” (p141) may be an exaggerated claim based on a view that 
attachment is a homogeneous phenomenon. It may also partially explain poor correlation 
between the AAI and the Hazan-Shaver (Hazan & Shaver, 1987) measure of adult 
romantic attachment reported by Karen (1994); the AAI may reflect attachment 
experiences with parents that are re-enacted in a caring/protective relationship as with a 
child, whereas the Hazan-Shaver reflects the specific attachment feelings aroused by a 
current romantic relationship.
Predicting Security of Attachment: Factors Contributing to Quality of Parenting
Main (1994) reported that each pattern of attachment has distinct precursors in the 
interaction between the infant and the particular parent with whom it is being observed in
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the Strange Situation. The most consistent finding is that the parent’s ‘sensitive 
responsiveness’ to the infant across the first year of life is the best predictor of infant 
security of attachment at one year (Grossmann et al 1985). Prospective studies of one 
year olds have shown that the mothers of secure babies are responsive to their babies, 
mothers of insecure -avoidants are unresponsive, and mothers of insecure-ambivalents 
are inconsistently responsive (Bretherton, 1985; Isabella, 1993). (However, a recent study 
by Dedrick et al, 1995, suggested that the relationship between sensitivity and appropriate 
responsiveness lessened when maternal education, infant gender and infant birth status 
were controlled.) Rutter (1981) argues that reciprocal interaction is central to the 
formation of secure attachment, and that passive contact alone does not necessarily 
promote attachment. Bretherton (1991) reported that by the second half of the first year, 
babies who will subsequently be classified as secure at one year cry less that the insecure 
group, enjoy bodily contact more, and appear to demand it less.
The issue of ‘sensitive responsiveness’ can be understood within the context of Stern’s 
(1985) concept of maternal attunement. When sensitive mothers interact with their 
children they modulate their infants rhythms so that when activity levels fall and the infants 
appear bored the mother will stimulate them, and when the child becomes over- excited 
the mother withdraws slightly to allow the child to return to a state of equilibrium. 
Conversely, the mothers of ambivalently attached children tend to force themselves on 
their children when they are playing happily and ignore them when they are in distress; 
this has been described as a mismatching or derailment of maternal response (Beebe & 
Lachmann 1988).
Main et al (1985) showed that mothers of securely attached children, when describing their 
own childhood, were able to be objective in evaluating their childhood experiences 
relevant to attachment, in much the same way as secure children are able to balance their 
needs for exploration and proximity to the attachment figure. Steele (1990) suggests that it 
is the secure mother’s free access to and independence of their own childhood experience 
(even if negative) which may be an important source of their ability to respond sensitively 
to their infant’s signals.
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However, as Belsky (1984) notes, parenting behaviour and the quality of the infant-parent 
attachment is determined by multiple inter-related pathways of influence. He came to three 
major conclusions about the determinants of parenting; that parenting is a multiply 
determined state; that the characteristics of the parent, the child and the social context 
within which they live are not equally influential in supporting or undermining parenting; 
and that parenting is shaped by the personality and developmental history of the parent.
A number of studies have retrospectively demonstrated the link between the parent's own 
attachment history and the subsequent treatment of his/her child. For example, there are a 
number of correlational studies that have found a positive link between mistreatment of a 
child in one generation being repeated in the next (eg Rutter & Madge, 1976); and 
Frommer & O’Shea (1973) found that mothers reporting difficulty in relating to their 
children had themselves experienced separation from their parents in childhood.
Rahpael-Leff (1991) has highlighted the centrality of the relationship between a woman 
and her own mother in determining the relationship between mother and infant; she 
argues that “a mother whose own experience of being mothered was limited or disturbed 
may actually envy her baby the mothering s/he receives, inhibiting her own ability to 
mother generously” (p484). Stern (1995) too emphasises the importance of a mother’s 
own experiences of being mothered. He argues that the birth of her baby acts as a “strong 
remembering context” (pi 83) which evokes a flow of memories “in this remembering 
context, the old schema’s-of-being-with-mother will tumble out and pervade the new 
mother’s experiences.” (pi 83)
The presence or absence of spouse support has also been found to affect attachment; 
Durrett et al (1984) found that when comparing secure vs insecure one-year olds that the 
mothers of avoidant babies reported receiving the least amount of support from their 
spouses. Both insecure-ambivalent and secure babies mothers had a greater degree. The 
issue of support may well be associated with marital satisfaction; Belsky & Isabella (1988) 
found that marital satisfaction at nine months distinguished between securely and 
insecurely attached infants at a year. The presence or absence of life stressors, including 
marital satisfaction, has also been found to be correlated with an infant’s attachment 
status. Shaw & Vondra (1993) found that the accumulative effect of stressors was linked
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to insecurity of attachment, but only in those families experiencing three or more out of six 
stressors.
Mother’s adjustment has been found to be related to the relationship with her baby; Ricks 
(1985) found that mothers of securely attached infants had higher self-esteem than those 
of insecurely attached infants. Mother’s mental health has also been found to be a factor 
in quality of attachment: Murray (1991) found that the infants of postnatally-depressed 
mothers were less likely to be securely attached to their mothers than infants of non­
depressed mothers. She linked this to the tendency amongst depressed women to be 
preoccupied with their own experience and were less well focused on the infant than were 
well mothers. She hypothesised that depressed mothers are unable to enter into the 
special forms of engagement (which Stern calls mental attunement) which enables the 
mother to take the place of the “virtual other” (p228) in her infant’s experience and thereby 
provide a complimentary form of responsiveness.
The Transgeneratlonai Transmission of Security of Attachment
The concept that the experience of one generation can influence that of the next is not, 
therefore in itself, new; particularly at a behavioural level there has long been recognition 
that patterns of behaviour are transmitted from parent to child, for example ways of 
speaking. However, only recently has there been research findings that indicate the 
pathway through which emotional experience might be transmitted from one generation to 
another.
Steele and her colleagues (Steele, 1990, Fonagy et al, 1991b) using the AAI with mothers 
in the third trimester and assessing their infants in the Strange Situation at a year found 
that “maternal representations of attachment assessed during pregnancy predict the 
subsequent status of the infant-mother attachment.” (Steele, 1990, p 281). Steele found 
that 75% of infants whose mothers were classified on the AAI as being insecure 
responded to their mothers in an avoidant or inconsolable way on reunion in the Strange 
Situation. In contrast, 80% of those mothers who had been classified secure responded 
with visible reductions in their anxiety on reunion. She found that the overall coherence of
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the interview transcript was the single most significant predictor of the child’s security of 
attachment.
Steele proposed that, given that AAI highlights defensive patterns towards attachment, the 
patterns being transmitted are as much those of defence as of attachment, which means 
that what is being shaped in the infant is both mental representations and defensive 
processes. She found that amongst the mothers of infants manifesting avoidance during 
reunion the defensive strategies of idealisation, derogation, repression of affect, isolation, 
intellectualisation and splitting were more marked in accounts of childhood relationships. 
This stance, argued Steele, results in a situation where the mother’s (lack of) 
responsiveness to her child’s needs derive from her own defences against acknowledging 
and understanding similar feelings within herself.
Mother-Infant Psychotherapy
The findings of attachment research predict that a mother-infant psychotherapy that 
focuses on attachment issues, specifically by changing mother’s internal attachment- 
related representations will enable her to be free to respond to her infant’s rather than her 
own emotional needs, and thus reduce the transgeneratlonai transmission of insecure 
attachment. As Erickson notes (Erickson et al, 1992) "To change a maladaptive 
attachment relationship between parent and child, one must ultimately change the internal 
working model of both parent and child.” (p464) The parent thus becomes the primary 
target for therapeutic intervention because changes in the parent’s internal working model 
should benignly influence the child’s still developing, and therefore plastic model of self 
and others.
I will describe four programmes that have been based on the findings of attachment 
theory. The first is the STEEP (Steps Toward Effective, Enjoyable Parenting) Programme 
(Erickson et al, 1992), based on an approach pioneered by Selma Fraiberg (Fraiberg et al, 
1975), a primary therapeutic goal of which was to make the unconscious conscious, 
specifically through promoting the mother’s recognition and understanding of current 
thoughts, feelings and behaviour, involving a cognitive awareness and a deeper emotional
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understanding of how her early experiences influence her interactions with the baby. 
Although there was no difference in security of attachment between the research and 
control groups at one year, by the second year the experimental group were moving 
towards a more secure relationship, whereas those in the control group were becoming 
more insecure. The researchers seemed surprised by the length of time required to effect 
changes that would be demonstrable in the attachment relationship, however, it is less 
surprising when understood within the context of the amount of time required to build a 
trusting therapeutic relationship as the base on which change would be effected amongst 
an economically and socially disadvantaged group.
Work by van den Boom (1990) suggests that a fairly minimal intervention can result in 
significant changes in the attachment relationships between mothers and infants in at-risk 
groups. Taking one hundred highly irritable babies and dividing them into experimental 
and control groups, she gave the experimental group three counselling sessions of about 
two hours each, focusing on mother’s sensitivity and effectiveness. At one year 68% of 
the experimental group were assessed as securely attached (ie concordant with findings 
in non-clinical middle class groups), compared with only 28% in the control group. These 
results suggest that a minimal intervention can have dramatic effects on security of 
attachment. However, two things should be noted: firstly although mothers had only six 
hours of counselling, they had additional contact with van den Boom, in the course of the 
research, which, in itself could be construed as ‘supportive’ therapy. Secondly, the 
mothers in this study were not themselves at risk; they were included because there 
babies were irritable (and, as Field, 1992, notes, infant irritability is a highly significant 
factor in the onset of post-natal depression). The amount of support given by van den 
Boom may have been sufficient to maintain existing representations in mothers who 
otherwise under extreme conditions may have been overwhelmed by the need to resort to 
defensive manoeuvres.
Stern (1995) reported a study comparing behavioural and psychoanalytic mother-infant 
psychotherapy. Those receiving psychoanalytic therapy focused on maternal 
representations and past memories, in particular identifications and projections - there was 
no attempt to influence behaviour. Those receiving behaviour therapy focused on the 
reciprocity between mother’s interactive behaviour and that of her infant; the major
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features of this approach were a positive therapeutic alliance and the positive 
reinforcement of positive maternal behaviours, and there was no attempt made to elicit 
representations. The results of this study are particularly compelling because both types of 
therapy were conducted by therapists expert in their field. Stern and his colleagues found 
that there was no difference in the outcome between the two groups. Furthermore, those 
receiving psychoanalytic therapy changed their behaviour as much as the behaviour 
therapy group, and those receiving behaviour therapy changed their internal 
representations as much as the psychotherapy group. Stern notes “If the treatment 
achieved its stated, limited goal, it also changed all the elements of the system” (1995 
pp149-150). Attachment theory would predict that changes in representations would result 
in behavioural change, but not necessarily the converse. This finding, like van den 
Boom’s, raises questions about the importance of non-specific factors that exist in both 
behavioural and psychoanalytic conditions ie that the concern of an ‘expert’ could be 
experienced by mothers as a form of surrogate mothering, enabling them to change their 
representations about their baby.
Lastly, Korfmacher & Erickson (1995) describe a preventative programme using STEEP. 
Unlike much work with mothers and infants, preventative therapy is aimed at risk 
populations rather than clinical ones. In this population there was a high level of 
attachment-related problems: 39% had a history of child abuse/neglect; 39% a history of 
being abused by their partner and 37% had a history of past or present substance abuse 
or mental illness. They found that mothers who were more committed to the intervention 
showed better outcomes in maternal positivity/sensitivity and more able to set up a 
sensitive caregiving environment for their child. Unfortunately there was no data on either 
infant attachment status or indication of outcome measures for a control group at this 
stage. Unlike van den Boom, these researchers advocate an intervention of two years with 
this high-risk group; this again raises the issue of the extra needs of a group that is coping 
with motherhood in the context of social, economic and emotional problems.
Measuring Attachment: Self-Report Measures
There have been a number of attempts to construct simpler and more economical forms of 
assessment of adult attachment than the AAI, and researchers have developed a number
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of self-report questionnaires in recent years. These measures have been diverse in terms 
of both theoretical focus and item content. A central difficulty in constructing such 
questionnaires is that of converging the techniques of simple self-report measures of 
attachment with the findings of complex interview methods. The AAI is based on a 
narrative account that relies on the structure and coherence of the narrative rather than 
the veridical truth of the subjects’ memories of their childhood relationships. Conversely in 
attachment history self-report questionnaires that seek information about childhood 
relationships, there appears to be an underlying assumption both that retrospective self- 
reports generate veridical rather than reconstructed information about the past, and that 
“history is destiny” - that an individual’s current attachment can be inferred from early 
childhood experience.
Since many self-report measures are retrospective there are inherent limitations that are 
imposed through distortion, idealisation etc. This presents particular difficulties in 
differentiating the avoidant-dismissive classification from the secure classification; 
because dismissingly avoidant subjects are particularly well defended, they tend to deny 
difficulties and report childhoods similar to the secure subjects (Karen, 1994).
Nevertheless, adult attachment studies based on a variety of self-report methodologies 
have, according to Rothbard and Shaver (1994), in their summary of self-report findings, 
produced compatible findings. “Regardless of which operationalization or approach is 
used, adults classified as secure describe their primary attachment figures as having been 
generally warm, responsive, available and sensitive... Anxious/ambivalent adults describe 
parents., as having been warm and loving part of the time, but also inaccessible, 
unresponsive, intrusive and inconsistent... Avoidant adults describe their parents as 
having been less warm or nurturant (and) relatively uninvolved” (pp56-57).
West & Sheldon devised a questionnaire measuring key features of adult attachment 
based on concepts of attachment theory, eg proximity seeking, separation protest, (West, 
Sheldon & Reiffer, 1987). Parker and his colleagues developed the Intimate Bonds 
Measure (Wilhelm & Parker, 1988) which assesses the extent to which the dimensions of 
care and control characterise the behaviour and perceived attitudes of an intimate (adult) 
relationship partner. As already noted, Hazan & Shaver (1987) attempted to measure
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adult romantic attachment using a forced-choice measure based on the three major infant- 
caregiver attachment styles identified by Ainsworth et al (1978). They present three 
descriptions of the adult attachment styles, each containing a number of themes and 
subjects were asked to chose the description that was most applicable to their 
relationships in general.
The Hazan-Shaver measure has generated significant further research into adult romantic 
attachment as well as controversy about the limitations of the forced-choice method. As 
Feeney et al, (1994) note, subsequent developments have pursued three different areas 
of concern. Firstly, the retention of the three component forced-choice format, while 
requiring subjects to rate the applicability of each on a Likert-type scale. The use of this 
approach negates the criticisms of the forced-choice format that it assumes that the three 
attachment styles are mutually exclusive (a criticism that has also been levelled at the 
AAI). Feeney (1991, in Feeney et al, 1994) found that using a Likert format subjects can 
score highly on both avoidant and ambivalent attachment, concluding that the two 
conditions were not mutually exclusive.
Secondly, researchers have broken down the original three statements into a series of 
component statements based on the of the forced-choice measure. This approach allows 
for a greater complexity in classification and creates the possibility of examining 
underlying dimensions which in turn permits the development of empirically-derived 
scales.
Thirdly, there has been a debate about the number of attachment styles required to 
explain adult attachment behaviour. Bartholomew (1990) for example, has argued that 
there are two underlying dimensions - models of the self, and models of others, which 
determine four attachment styles; secure (positive for self and others); preoccupied 
(negative for self, positive for others); dismissing (positive for self, negative for others) and 
fearful (negative for self and others). The latter two styles together would comprise Main’s 
dismissive/avoidant category. However, Feeney et al (op cit) argue that “obtained results
hinge closely on the wording of the four prototype statements The wording of the
prototype almost ensures such a result.. since prototypes in opposing positions contain 
(by definition) contrary themes” (p i32).
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In an attempt to resolve some of theses issues and integrate the findings on adult 
attachment, Feeney, Noller & Hanrahan (1994), using a rigorous methodology, have 
developed the Attachment Style Questionnaire. Their aim was to design a measure that 
could be used with young adults with little or no experience of romantic relationships which 
would be a broad based measure “used to clarify issues concerning the dimensions 
central to adult attachment and the number of styles needed to define essential individual 
differences.” (pp132-133) They developed a sixty-five item scale based on Bartholomew's 
(1990) four constructs using a six point Likert-type scale. Their results provided partial 
support for a four rather than a three group model of attachment, though the central 
distinction made was between the secure and insecure styles. They found that the 
insecure groups were not as clearly differentiated from one another as theoretical models 
of attachment would suggest, and that the mental models of some individuals combined 
all aspects of insecurity. Their finding that the fearful group was relatively small raises the 
question of the usefulness of dividing the avoidant category. They concluded that insecure 
groups could as readily be differentiated by degrees of insecurity as discrete attachment 
profiles.
Unresolved Loss and the Transmission of Attachment
As Bowlby (1988) notes, while separation anxiety is the usual response to the threat of 
loss, once it actually occurs and the separation is irreversible, mourning is the usual 
response. He understands the psychological response to the trauma of an irreversible 
separation as being biologically programmed in the same way as the physiological 
response to physical trauma. The permanent breaking of an attachment bond is followed 
initially by protest and denial of the loss, followed by anger then disorganisation, gradual 
emotional reorganisation and an eventual refocusing of attachment feelings towards a 
new figure. As Holmes (1993) notes, “ the capacity to feel and resolve the pain of 
separation and loss (is) a central mark of psychological health” (p i 16, my italics).
Using Main’s (Main et al, 1985) classification of adult security of attachment, Karen (1994) 
proposed that those secure of attachment would complete the mourning process outlined 
above and ultimately continue their lives refocusing their attachment feelings; that those
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avoidant of attachment would be dismissive of the importance of the loss so that it would 
never really be experienced, and those preoccupied with attachment would be unable to 
resolve their grief, and be consumed with feelings of loss and sadness, guilt and blame.
Main & Hesse (1992) found that parental loss in itself was not related to disorganised 
attachment in infants, “unless the narrative itself surrounding the death indicated the 
continuing presence of unresolved/disorganising mental processes” (p i 6 their italics). 
Main (1991) had argued that unresolved mourning in the adult is experienced by the infant 
as frightening, which presents the infant with an unresolvable paradox which cannot be 
resolved on the behavioural level: to both flee from the attachment figure because it is a 
source of danger, and to approach it as a place of safety. “Precisely because this paradox 
is not resolvable in behavioural terms, it should lead to the visible collapse of behavioural 
strategies observed in disorganised/disoriented behaviour” (p i7).
Ainsworth & Eichberg (1991) in a study of mothers who had experienced the loss of an 
attachment figure through death found 100% concordance between unresolved mourning 
in the mother and the disorganised/disoriented classification of attachment in their babies. 
Of those who had resolved their mourning 90% had securely attached infants and 10% 
avoidant infants. Resolution of the loss seemed to be assisted by two factors - a sense of 
family solidarity and the ability to take responsibility for the care of other members of the 
family. However, the potency of these results lay in the confirmation of Main’s work that 
disorganised attachment in the infant was so powerfully linked to unresolved mourning in 
the adult. The AAI status of the unresolved mourners was 50% preoccupied by 
attachment, 30% dismissive of attachment and 20% secure of attachment.
Summary and Research Rationale
Over the past decade significant advances have been made in the understanding of the 
importance of the continuity of the attachment system in the functioning of relationships 
from infancy through childhood and into adulthood. Attachment research has 
demonstrated the importance of achieving secure attachment relationships in the healthy 
psychological and social development of children; those children classified as insecure in
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their attachment consistently do less well on measures of social, emotional and narrative 
competency; furthermore links have been made between insecure attachment and 
childhood behavioural disorders and psychopathology (Cicchetti et al 1990).
Although there is a tendency for attachment status to become ‘fixed’ as it becomes the 
property of the individual rather than the parent-infant dyad, there are factors which can 
change attachment status in both children and adults when attachment-related events 
impinge on the attachment system. Changes from secure to insecure attachment have 
been linked to attachment-based trauma eg sexual abuse, whilst those from insecure to 
secure have been linked to the presence of a new and secure attachment figure as the 
result of eg psychotherapy (for adults) or changes in mother’s romantic attachments (for 
infants).
Attempts to assess adult attachment can be divided between those which attempt to 
measure mental representations through narrative (the AAI), and those which use self- 
report measures, usually questionnaires (eg Hazan & Shaver, 1987). There is a significant 
concordance between the different measures in terms of classification, and the overall 
breakdown of the proportion of subjects in each category, though there is less within- 
subject concordance. This may be because the strength of the AAI appears to lie in 
predicting changes in relationships that involve attachment behaviours specifically 
concerned with caring (ie the care and protection of an infant, or the surrogate parenting 
implicit in psychotherapy), rather than in predicting adult relational patterns.
There are a number of observable social/economic factors that put infants at risk of 
becoming insecurely attached; however, psychological factors such as mother’s own 
attachment status (Steele, 1990) and her capacity to resolve loss (Main & Hesse, 1990) 
also influence the development of attachment in the infant. When mothers of year-old 
infants are assessed using the AAI and their infant assessed using the Strange Situation, 
a significant correlation between mother’s and infant’s security of attachment has been 
reliably demonstrated. More importantly, mothers’ attachment status in the third trimester 
of pregnancy has been found to predict that of their infants a year later, indicating that the 
direction of influence is primarily from mother to infant and not merely the result of mutual 
adaptation (Steele, 1990).
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Since mother-infant psychotherapy has been found to positively influence the infant’s 
attachment status (eg van den Boom, 1990) it can be argued that early intervention (ie 
intervention before the attachment-influenced behaviour in the infant contributes to the 
dyadic relationship), in mothers at risk of the transgenerational transmission of attachment 
should decrease the transmission of insecure attachment from mother to infant.
To the writer’s knowledge, the AAI is the only direct measure of attachment used in 
measuring the relationship between maternal an infant attachment classification. Other 
measures of attachment based on Ainsworth’s original classification, but oriented towards 
adult attachment relationships (eg the Hazan-Shaver), have been concerned with 
romantic relationships. However, as Karen (1994) notes, there are difficulties in using this 
measure because of problems with the insecure-dismissive group, who tend to dissimulate 
in favour of secure responses. This led to lowered correlations with the AAI, which means 
that the Hazan-Shaver would not be sufficiently reliable as a screening measure to select 
mothers at risk of the transgenerational transmission of insecure attachment.
Unfortunately at present there is little evidence that the new generation of attachment self- 
report measures will adequately capture the constructs involved in the mechanism of 
transmitting attachment patterns.
This faces the clinician with a dilemma: it is now possible to predict those mothers 
psychologically at risk of transmitting insecure patterns of attachment to their children 
using the AAI. However, the AAI is expensive to administer, both due to it’s length and 
corresponding administrative costs; additionally it can only be used by a restricted number 
of researchers and mental health professionals who have undergone a lengthy and 
expensive training; thus the AAI has been used for research purposes rather than as a 
predictive instrument in the general population. Furthermore, as Main herself has 
discovered, there are significant obstacles to shortening the AAI while retaining it’s salient 
properties.
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The Aim of the Study
There are two aims to this study: the first is to develop and pilot an alternative self-report 
instrument that will predict those mothers at risk of the transgenerational transmission of 
insecure attachment. The new instrument will aim to assess maternal attachment in the 
second half of pregnancy, through the medium of mother’s reactions to a variety of loss 
scenaria. Although Bowlby (1973) emphasised the importance of the capacity to process 
separation and loss as a hallmark of psychological health, there have not been, to the 
researcher’s knowledge, any previous attempts to specifically measure attachment 
competence through reactions to loss.
The second aim is to develop the instrument in such a way that it can be easily 
administered and scored by health professionals working with mothers, eg mid-wives or 
health visitors, following a minimum of training. In order to be clinically of use any measure 
of attachment in ante-natal care must fulfil the criteria of being able to be used without a 
significant amount of psychological sophistication or knowledge on the part of those 
administering it. It must therefore be simple to administer and score, and not require 
complicated instructions that would be at risk of introducing response bias in the mothers 
through ignorance on the part of the professionals involved.
Two hypotheses will be tested: the first is that respondents will respond to the 
questionnaire in accordance with the theoretical conceptualisations of attachment; that is 
that participants will be distinguished by whether they respond in a secure, insecure- 
dismissive or insecure-enmeshed style. Secondly that subject’s responses to the breaking 
of an attachment bond will be uniform across different forms of loss, so that an overall 
attachment response can be determined.
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CHAPTER TWO
METHOD
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1 PARTICIPANTS
A. INCLUSION CRITERIA
One hundred and thirty-one women were included in the study; all fulfilled the following 
inclusion criterion:
1. Participants were in the second half of their pregnancy, ie more than 20 weeks 
pregnant. The lower limit of 20 weeks was selected because by that stage of 
pregnancy most women had had their first scan and had therefore seen the baby on 
the monitor, and felt ‘quickening’ (ie movement by the baby); it was felt that both these 
factors confirmed the reality of pregnancy and thus increased the mother’s identification 
with her baby, thus enabling her to respond to the scenaria within the emotional context 
of pregnancy.
2. The lower age limit for acceptance into the study was seventeen years; this age was 
chosen in order to include only participants who became pregnant after the age of 
consent had been reached; however, no-one was excluded from the study for this 
reason. There was no upper age limit, other than that determined by biology.
B. PROCEDURE
Altogether 188 women fulfilling the above criteria were approached. Of these 20 (10.6%) 
completed the questionnaires but did not complete the Loss Scale, usually because they 
had to leave the clinic before they had an opportunity to do so, and did not return to a later 
clinic; two partially completed the questionnaires but decided against continuing further. A 
further 35 (18.6%) refused to participate: of these 23 were too anxious about their 
pregnancy to participate; 5 had insufficient time, 3 had a husband/partner who forbade 
them to participate, and 4 felt this was not a topic they wanted to think about during 
pregnancy. Of the original 188 women approached, 131 (70%) completed both the 
questionnaires and the Loss Scale.
24 (18.3%) of the participants were recruited from midwife’s clinics in two general practice 
settings, the remainder (81.7%) from three consultant’s ante-natal clinics in the local
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general hospital. By far the largest proportion of participants came from one of these 
clinics which supplied 61.8% of all respondents.
C. RELIABILITY
39 of the 131 women who completed both the questionnaires and the Loss Scale were 
approached and asked to complete the Loss Scale a second time in order to assess its 
reliability. There were no criteria for selection; it was an opportunity sample based on the 
women returning to the hospital or GP clinic and therefore being available for retest. 
Because an insufficient number of women had returned for follow-up appointments by the 
time data collection was due to be completed, twelve of the 39 women were approached 
by telephone, again there were no criteria for selection, other than that all lived within a 
ten mile radius of the researcher’s home (in order to reduce travelling time). Five 
participants refused to complete the retest - all were patients in hospital clinics who said 
they were too worried about their pregnancy to be able to participate a second time; two 
others who were contacted by telephone had already given birth. Thirty-two (24.4%) of the 
participants completed the Loss Scale a second time in order to assess its reliability. The 
length of time between tests ranged from one to seven weeks (Mean = 2.78, SD = 1.60).
For the purposes of further analysis only those 131 participants who completed both the 
questionnaires and the Loss Scale will be included.
D. CHARACTERISTICS of the SAMPLE
The average age of participants was 30.76 years (S.D. = 4.73, Range = 1 7 -4 3 )  there 
was a significant difference in age (t = 2.5, df = 129, p<0.02) between the participants 
recruited from hospital clinics (mean = 31.24 years) and those recruited from GP clinics 
(mean = 28.63 years). 85% of participants were currently married; 7.6% were not married 
at present and 6.9% were single; 96.9% were living with the baby’s father. Although no 
specific question was asked about ethnic origins it was observed that almost all 
participants were Caucasian.
117
The stage of pregnancy at which participants were first recruited into the project ranged 
from 20 - 42 weeks (mean = 30.53 weeks; SD = 7.06; mode = 20 weeks). 16.8% of 
participants were recruited at 20 weeks; the over-representation of this group was the 
result of screening tests at 18 - 20 weeks, including ultra-sound scanning resulting in an 
increased rate of referral to the hospital clinics.
The frequency of pregnancies (including this pregnancy) ranged from 1-10; (Mean =2.5, 
SD = 1.67); for 29% of mothers this was their first pregnancy, for 34.4% their second; only 
6.9% had had 5 or more pregnancies. The number of miscarriages ranged from 0 -5  
(Mean = 0.45, SD = 0.825); 69.5% had not experienced any, of those who had, 67% had 
experienced one miscarriage (though one woman had experienced 5). Unfortunately there 
was an oversight which meant there was no question that asked about voluntary 
termination of pregnancy. Four mothers had lost a baby; 3 as a result of still birth, and 1 
from death older than a year; no one reported the loss of a baby under a year or through 
fostering/adoption.
56.5% of mothers had children under 5, ranging from 1 to 4 children (of these 81.1% had 
one child). 20.6% had children over 5, ranging from 1 to 8 children (of these 85.2% had 
one or two children).
The mothers in this sample were drawn from a part of the country that has a large middle 
class population, and the sample appeared to reflect this. Information was sought about 
respondents and their spouse’s occupations; however, since there is no quick and easy 
method of assessing women’s social class it was decided that no accurate formulation of 
socio-economic status could be made. However, from the information available it 
appeared that approximately 25% of husbands/partners worked in computing, 
management or engineering; 15% were in professions such as medicine, accountancy or 
law; 8% were company directors or senior bankers; 20% were in skilled labouring work 
such as mechanic, brick-layer or wood machinist. Of the women, 21% reported working in 
secretarial/administrative posts; 15% were in nursing or professions allied to medicine; 
15% were in the professions (mostly teachers, doctors and accountants); 8% were in 
management/personnel and 8% were housewives/mothers.
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2. INSTRUMENTS
A. THE GENERAL INFORMATION QUESTIONNAIRE
This Questionnaire (see Appendix 6) was devised to gain factual information about 
demographic factors such as age, occupation, number of previous pregnancies and 
children, previous losses of children either post or ante-natally. Other items were included 
to support the Loss Scale, such as whether the subject’s mother was still alive and 
whether her husband was away frequently, in order to distinguish those participants who 
were imagining a loss scenario from those who had actually experienced that loss. In 
order to determine whether high levels of loss were related to a particular sensitivity to 
imagined loss there were a series of questions about losses in the last two years to 
identify the degree of actual loss experienced. Finally, participants were asked questions 
about their overall felt level of anxiety and depression during the pregnancy in order to 
determine whether there was a relationship between reported negative emotion and 
reactions to imagined loss scenaria.
B. THE EYSENCK PERSONALITY QUESTIONNAIRE - REVISED (EPQ-R) - SHORT 
SCALE
The EPQ-R Short Scale is a forty-eight item questionnaire comprising twelve items from 
each of the four scales of the EPQ-R: Psychoticism (P), Extroversion (E), Neuroticism (N) 
and the Lie Scale (L). The Short Scale was devised by Eysenck and his co-workers “for 
use when time is very limited” (Eysenck & Eysenck, 1991, p23). Eysenck & Eysenck 
(1991) reported that overall test-retest reliabilities of the four scales for females were; 
P=0.61, E=0.84, N=0.80, L=0.73.
The short scale was used because time was limited, given the demands of the Loss Scale, 
and the constraints of working within clinics where participants waited for variable, often 
unpredictable, lengths of time. Respondent co-operation was also an issue determining 
the choice of this form of the scale; there was concern that it would fall off if they were
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asked to do too much, particularly those in the latter stages of pregnancy, or who had 
small children with them. The EPQ-R short scale was administered in full, although the 
only scale required for the purposes of this research was the Lie scale. Participants were 
required to complete the entire questionnaire because there was no available reliability or 
statistical information for the administration of a single scale.
The Lie scale was first incorporated into the EPI as an attempt to “measure a tendency on 
the part of some participants to ‘fake good”’ (Eysenck & Eysenck, op cit p 13), usually 
under dissimulation motivating conditions, such as part of an employment interview. 
Eysenck & Eysenck (op cit) report that the in the EPQ-R this scale possesses “a 
considerable degree of factorial unity with individual items having high loadings on this 
factor and on no other” (p i3). Although originally it was hypothesised that the Lie scale 
was solely a measure of dissimulation, later results suggested that it also measured some 
stable personality factor denoting a degree of social naiveté or conformity, since there is 
little lowering of reliability under conditions of low dissimulation and no increase in 
reliability under conditions of high dissimulation, as would be predicted if dissimulation 
were the only factor affecting the variance on this score (Eysenck & Eysenck, op cit). 
These researchers also reported that under conditions for high dissimulation the 
correlation between N and L is quite high - approaching or exceeding -0.5. However, 
where dissimulation is low the correlation becomes quite small or vanishes altogether.
The Lie scale was used in order to measure the extent to which subjects’ responses on 
the Loss Scale might be influenced by an underlying tendency towards conformity, thus 
generating socially desirable responses. The overall reliability of responses to the items on 
the Loss Scale could therefore be assessed in the light of Lie scale scores. Means and 
standard deviations for females reported by Eysenck & Eysenck (op cit) were as follows: 
age 21-30 Mean = 3.34, SD = 2.41; age 31-40 Mean = 3.76, SD = 2.38.
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3. THE CONSTRUCTION OF THE LOSS SCALE
A. SELECTION OF ITEMS
1. The Scenaria
As noted above, Bowlby (1980) argued that the strength and nature of an attachment 
bond can be assessed at the point of severance. It was therefore decided to examine a 
number of situations in which a bond was severed either temporarily or permanently. The 
temporary loss of a relationship was one which could be re-established and therefore did 
not require mourning in order to bring about a resolution; a permanent loss was one which 
could not be re-established and therefore did require mourning in order to bring about a 
resolution. It was decided to examine both temporary and permanent losses in order to 
assess the potency of different types of loss in eliciting attachment responses. Object 
relations theory would argue that an extended temporary loss would be experienced by 
the insecurely attached individual as very similar to a permanent loss because of the 
difficulty in maintaining a constant relationship with an internal object in its absence 
(Winnicott, 1958). If this were so, and insecurely attached women could be differentiated 
from securely attached women by their response to temporary loss, in the future only 
those situations involving temporary loss would be used in assessing security of 
attachment.
Four scenaria depicting loss associated with an emotional relationship were devised. One 
of the purposes of selecting a variety of scenaria, rather than asking participants to 
imagine one situation, was to assess whether the potency and significance of different 
types of loss elicited the same attachment response. Two of the scenaria depicted losses 
that were considered by the researcher to be minor to moderate, ie partner away for two 
or more weeks and loss of a friend through an argument; the first was a temporary loss of 
an important object relationship (Greenberg & Mitchell, 1983), the second may be 
permanent or temporary, but was unlikely to be an object relationship. Friendships are 
rarely as central as object relationships in the way family relationships are; the latter 
inevitably elicit powerful feelings of dependency, vulnerability and closeness. Although the
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loss of a close friend requires the reworking of internal object relations to cope with the 
void once inhabited by that object, the loss rarely requires the same degree of 
readjustment.
The other losses were considered to be more significant, ie loss of a perfect baby (birth of 
a baby with a hare lip) and death of mother. Both were permanent losses. The loss of the 
perfect baby was permanent in that although the baby itself was not lost, it could never be 
perfect, and therefore mourning would have to take place in order to resolve the loss of 
the baby that never was. It was considered a significant loss because of the high degree 
of emotional investment involved in the production of a healthy and perfect baby 
(Raphael-Leff, 1991). The death of mother was both a permanent loss and the loss of a 
major object relationship for most women, whether or not the relationship was close, and 
was therefore deemed to be a significant loss.
Each of the losses chosen was considered by the researcher to be of particular 
importance to pregnant mothers:
Scenario 1. “imagine that vour partner has gone awav for two or more weeks.” Both the 
literature (Raphael-Leff, 1991) and clinical experience suggests that mothers are 
particularly vulnerable to the absence of their partners during pregnancy; my own clinical 
experience also suggests that ambivalently attached women are more distressed about 
the absence of their partner than other women. A period of two weeks was chosen 
because this was considered sufficiently long to be considered significant by most 
couples. Six couples were asked to rate at what point they would consider a separation in 
pregnancy “very long”: one, two three or four weeks; two weeks was chosen by three 
couples, one week by two and three weeks by one.
Scenario 2. “Imagine that vou have had a serious argument with a close friend.” Raphael- 
Leff (op.cit) underlines the importance of social support for women during pregnancy; it 
was therefore felt by the researcher that loss of a close friend during pregnancy would 
constitute a significant loss of that social support.
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Scenario 3. “Imagine that vou have given birth to a babv with a hare lip.” Raphael-Leff 
(op.cit) discusses the fantasy each mother has of her baby, and of that baby being 
perfect. The birth of a baby with a minor deformity would therefore constitute the loss of a 
relationship with the imagined perfect baby, and necessitate the establishment of a new 
relationship with the real, imperfect baby.
Scenario 4. “imagine that vour mother has suddenlv died.” The importance of the 
mother’s mother during pregnancy has again been noted by Raphael-Leff (op cit). At a 
genera! level, mothers in the latter stages of pregnancy seek the society of other, more 
experienced, women. More specifically, pregnancy and birth offers an opportunity for the 
renewal of the relationship and the strengthening of the mother-daughter bond. Balint 
(1993) argues that one objective a woman has in becoming pregnant is to give her mother 
a baby. A positive relationship with the mother's mother is protective against post-natal 
depression and a factor in secure attachment between mother and baby (Poehlmann, 
1995). Thus the loss through death of a mother during pregnancy was felt to be less 
significant only than the death of the baby itself or of the woman’s partner.
2. The Statements
The researcher, in conjunction with another clinician experienced in attachment theory, 
devised responses (known as items) to the scenaria, based on their knowledge of 
attachment theory, which were considered representative of the three major adult 
attachment styles: insecure-avoidant, insecure-ambivalent and secure (see “Directions to 
Expert Assessors”, Appendix 2, for definitions of attachment styles). A total of 114 items 
were devised; scenario 1 = 29; scenario 2 = 25; scenario 3 = 30; scenario 4 = 32. The 
fourth, unorganised, attachment style identified by Main (Main, 1994), was not included 
because Main herself has reported poorer correlations for this category (Main, 1995) and it 
was felt to be inaccessible to a self-report measure, as it relies on lapses in attention and 
inconsistencies in discourse.
The items were rated by four independent judges at the Anna Freud Centre in London 
who were expert in attachment theory. Judges were provided with directions of how to 
proceed (see “Directions to Expert Assessors”, Appendix 2) which included definitions of
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the attachment categories. They were asked firstly to assign the items pertaining to 
scenario #1 to the three attachment categories, then to rank-order them so that the item 
that most closely exemplified each attachment style was ranked 1, that which next most 
closely exemplified the attachment style was ranked 2 and so on. This was repeated with 
the other three scenaria.
inter-judge agreement was assessed using Cohen’s Kappa (Cohen, 1960, Leach, 1979). 
Agreement was variable both across judges and scenaria, from .44035 between judges 1 
and 3 on scenario 1, to 1.00 between judges 2 and 3 on scenario 2. Generally judge #1 
demonstrated the poorest agreement against other judges, thus introducing the greatest 
variance in assignment to attachment category. Scenario 4 achieved the highest overall 
agreement; scenario 1 the lowest (see Table 1).
KAPPA SCORE
RATER 2 RATER 3 RATER 4
RATER 1 0.61344 0.56008 0.65606
RATER 2 0.91939 0.79707
RATER 3 0.74380
TABLE 1 : MEAN KAPPA SCORE AMALGAMATED ACROSS ALL ATTACHMENT STYLES
The ratings were scored by the researcher so that the item rank-ordered as 1 scored 10, 
that rank-ordered as 2 scored 9 and so on; items rank-ordered 11 or lower scored 0; thus 
the maximum possible score for any one item was 40 and the minimum 0. This method of 
scoring removed possible unevenness in scoring that could have resulted from the fact 
that there were different numbers of items in each attachment/scenario cell. Those items 
for which there was agreement between fewer than three raters as to their category were 
discarded; where three or more raters agreed assignment to a given category items were 
re-ordered with those scoring the highest at the top and those with the lowest scores at 
the bottom. A median split was then performed to determine final inclusion; this was done 
two ways; firstly by the score each item achieved, then by rank order. As there was little
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difference between the two methods, the researcher used both her clinical discretion in 
making a decision about items to be included in the final selection of items within the 
parameters of the rank ordering and a degree of pragmatism determined by the decision 
to have a similar number of items in each attachment category and each scenario. Sixty- 
two of the original 114 items were selected, 15 each for scenaria one and three, 16 each 
for scenaria two and four; the difference in the number of items in the scenaria was the 
result of there being a greater number of high scoring items in scenaria two and four. Of 
the items a total of 21 were considered by the expert judges as representative of the 
secure attachment style, 20 of the insecure-avoidant and 21 of the insecure-ambivalent.
B. CONSTRUCTION OF THE BOARD FOR USE IN LOSS SCALE
The aim of this research was to find a alternative method to Main’s Adult Attachment 
Interview of assessing attachment status which could be administered by professionals 
involved with ante-natal care. The self-report method favoured by some researchers (eg 
Feeney et al, 1994) is the use of a paper and pencil test. However, it was felt that the use 
of paper and pencil could introduce response bias because the speed with which items 
could be processed and responded to might result in participants answering in a 
perseverative manner; furthermore they could read back over the test to see how 
previous, similar questions had been answered, which may influence later responses. It 
was therefore decided to convert the task into a manual one; each item about a given 
scenario was written on a separate card. The item cards measured 6.5x9.00cms and were 
colour-coded to match the colour of the card on which the scenario was written. The 
scenaria cards were 6x18cms. Respondents were required to manipulate the individual 
items and place each one in the pocket that best described their level of agreement (thus 
obscuring previous answers, and decreasing response bias as the manipulation of the 
items required more time than a paper and pencil presentation). It was also hypothesised 
that requiring participants to physically manipulate and then place cards on a Likert-type 
scale would be more likely to "surprise the unconscious” Main (1994) and thus reduce the 
likelihood of answers being given according to their social desirability.
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A board with pockets was constructed which enabled items to be rated on a six point 
Likert-type scale: “totally agree”, “strongly agree”, “slightly agree”, “slightly disagree”, 
“strongly disagree” and "totally disagree”. A six point scale was used in preference to a 
five point scale in order to eliminate the mid-point, which is usually designated “don’t 
know” in a five point scale, and which this researcher felt obscured shades of agreement 
at the boundary of agreement/disagreement. A six-point scale thus forced respondents 
into choosing agreement or disagreement. The items were scored by assigning six points 
to “totally agree” and one point to “totally disagree”. All the items were scored in the same 
direction, so that a high score on any item was predicted to infer a positive classification in 
a given attachment category.
A plastic pocket was stuck to the board underneath each point of the Likert-type scale, 
into which the item cards could be placed; the scenario card was secured at the top of the 
board using velcro, so that it could be removed once a scenario had been completed, and 
the next scenario card put in its place.
4. ETHICAL COMMITTEE APPROVAL
Because the subjects were drawn from hospital clinics, the approval of the Hospital 
Ethical Committee was required before commencement of the study. In order to gain 
consideration for approval, the support of the Obstetrics Medical Team, led by a 
Consultant Obstetrician, was needed (for an example of letters written to medical 
personnel, see Appendix 1). This, and subsequently Ethical Committee approval was 
obtained before proceeding to the next stage of the research.
5. THE PILOT STUDY
Eight women were recruited into the pilot study. Although they were all of child-bearing 
age (Mean = 29.38 years. Range = 18-40 years), these women were not pregnant. It was 
decided not to use pregnant women out of concern that the pool of potential participants
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would be depleted. The pilot participants were chosen to reflect the anticipated social and 
educational mix of participants; their occupations included that of dental nurse, secretary, 
housewife, lecturer and social worker.
They were asked to complete both the questionnaires and the revised Loss Scale in the 
presence of the researcher. They were asked to give feedback about all aspects of the 
study, with particular attention being paid to any difficulties in understanding the execution 
of instructions or the items. On the basis of their comments the wording of eight items in 
the Loss Scale was slightly modified; one item was discarded and the researcher used her 
clinical discretion combined with previous ratings from the expert assessors to replace it.
Minor alterations were also made to the General Information Questionnaire.
6. PROCEDURE
A. RECRUITMENT of PARTICIPANTS
At the inception of the study arrangements were made to collect data from one hospital 
clinic. However, just prior to the commencement of data collection it was discovered that 
recent changes in the delivery and provision of ante-natal care, as a result of the NHS 
reorganisation, meant that mothers attending the clinic were those whose pregnancy 
created cause for concern. There were worries that these mothers might experience 
higher than normal levels of anxiety which would influence their ability to complete the 
Loss Scale satisfactorily. There were also humanitarian concerns about asking mothers 
who were already worried about their pregnancy to think about situations involving loss. It 
was therefore decided to approach local general practitioners for permission to have 
access to their ante-natal patients as well. Of the five practices approached, four 
responded positively, although due to practical difficulties in one practice and a late 
response from another, data was eventually collected from only two practices.
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However, there were limitations in collecting data from GP practices: 1) there was a 
limited pool of patients from whom to collect data, and although the overall level of co­
operation was high (only two women refused to participate), the pool was quickly used up. 
2) Because appointments at general practice clinics were routine, midwives were able to 
see their patients without much delay, so that there was often insufficient time for 
participants to complete the Loss Scale. A number of them also had small children with 
them or other demands on their time, which made it difficult for them to stay after their 
appointment. By contrast women could be in a hospital clinic for as long as two hours 
while waiting to have tests and then see different members of the medical team . 3) At one 
practice there were often only one or two suitable patients attending a clinic which resulted 
in an unacceptably slow rate of recruitment to the study. Again, by contrast, between 20 
and 40 patients attended the hospital clinics, most of whom met the inclusion criteria of 
the study.
Despite our concerns about asking women in the hospital clinics to participate in the study, 
many were very interested in it, and were keen to be involved. Those who were not, 
seemed to be able to say at the outset that they did not wish to participate. In the light of 
the difficulty in collecting sufficient numbers from general practice, it was therefore 
decided to extend data collection at the hospital to include other consultant’s clinics.
B. INSTRUCTIONS to RESPONDENTS
Women were approached individually in the waiting room as they attended the ante-natal 
clinic either at the hospital or at their GP surgery. Having established that they were in the 
second half of their pregnancy, the researchers explained the nature of the study, ie that 
we were creating a new psychological test designed to screen those mothers who were at 
risk of having difficulties with their new baby, and that based on research findings we 
believed that how they reacted to situations involving separation and loss would indicate 
those mothers at risk. The questionnaires and the four separation and loss scenaria were 
then described to them. If they were interested in proceeding further they were given a 
Patient Information Form (see Appendix 4) and a consent form (Appendix 5). They were
128
then asked to complete the two questionnaires (see Appendices 6 & 7), with the 
instruction not to spend too long thinking about each item.
The final version of the Loss Scale (see Appendix 3) was administered as follows: the 
board was placed in front of the participant, and the researcher reminded her that there 
were four scenaria; the researcher then showed the participant the pack of cards and the 
four scenaria and it was explained that the cards and scenaria were colour-coded so that 
scenaria were matched to items by colour. The participant was then asked to read each 
item pertaining to the given scenaria and place it in one of the six pockets. The participant 
was told that if she agreed with the item she should place it in one of the left-hand 
pockets and if she d/sagreec/with it she should place it in one of the right hand pockets. 
She was given the injunction to work quickly and not to spend too much time over any one 
item.
Together the tasks took approximately 25-30 minutes to complete. A number of women, 
particularly those in GP clinics, but also some in the hospital clinics did not have sufficient 
time to complete both tasks whilst waiting to be seen. When it was known a woman would 
return to the clinic soon, it was arranged with her to complete the Loss Scale on her next 
visit. However, for some women this was not practicable, and they were asked to complete 
the task in reverse order ie do the Loss Scale first and to take the questionnaires home 
and return it in a stamped-addressed envelope. 34 women did so; all returned their 
questionnaires.
C. RE-TESTING of PARTICIPANTS
Twenty-two participants were re-tested at the ante-natal clinics, the remainder were 
contacted at home by telephone, and arrangements were made for them to complete the 
re-test at home. 58% of the re-test participants were hospital patients, and 42% from 
general practice. The relative over-representation of general practice women was due to 
the fact that they made regular (monthly, fortnightly or weekly) visits to the midwife, and 
were therefore available for retest in the clinic when the researcher returned, whereas the 
majority of hospital participants made only one visit, or were seen at monthly intervals.
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It was explained to participants that a repeat measure was necessary in order to test the 
reliability of the Loss Scale. Some needed reassurance that they had satisfactorily 
completed the test the first time. Participants were reminded of the requirements of the 
task, and asked to work quickly.
The characteristics of the test and re-test samples demonstrated that the retest sample 
was representative of the group as a whole: there were no differences in age, number of 
miscarriages, the number of times they had been pregnant, how many weeks pregnant 
they were, how much their partners were away from home and whether they lived 
together, whether mother was alive or they were emotionally close to her, the number of 
children they had, or number of losses they had experienced.
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CHAPTER THREE
RESULTS
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1. THE GENERAL INFORMATION QUESTIONNAIRE
A. PREVIOUS LOSSES
The percentage of participants experiencing each loss over the last two years is shown in 
Figure 1. The number of losses reported over the previous two years are summarised in 
Table 2. The mean number of losses was 1.45.
Number of Loses Frequency Percent
0 46 35.1
1 33 25.2
2 25 19.1
3 13 13.0
4 9 6.9
5 1 .8
6 3 2.3
7 0 0
8 1 .8
Total 131 100
TABLE 2 NUMBER OF LOSSES IN PAST TWO YEARS
B. ITEMS RELATED TO LOSS SCENARIA
Scenario 1. Partner Awav
29.1% of participants reported that their partners were away from home at night on a 
regular basis.
Scenario 2. Loss of a Close Friend through Argument
16% of respondents reported that they had experienced loss through argument.
Scenario 3. Birth of Babv with a Hare Lip
Only one woman volunteered the information that she had a child with a disability. 
Unfortunately, when minor alterations were made to the final questionnaire, the request for
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information about the previous birth of a baby with a disability was accidentally omitted,
(as was a question about loss of a baby through termination of pregnancy). Of related 
concern, however, 3 mothers reported still births and one the death of her child when older 
than a year.
Scenario 4. Death of Mother
Eight participants (6%) reported that their mothers were dead; of those whose mothers 
were alive 66% said they were emotionally close to her; 29% said they were not and 5% 
did not respond.
C. REPORTED LEVELS of ANXIETY and DEPRESSION DURING PREGNANCY
Table 3 summarises reported levels of anxiety and depression during their pregnancy 
amongst the mothers. 71% of mothers reported that they were never or occasionally 
anxious, while 84.7% reported they were never or occasionally depressed. Mothers were 
twice as likely to report higher levels of anxiety than depression (29% compared with 
15.3% respectively in the combined categories of often and continuous). Comparison of 
retest mothers with the rest of the sample showed that retest mothers tended to report 
more anxiety and less depression than the rest of the sample, though the differences were 
not significant (t= 1.68, df = 129, NS).
CO NTINUO USLY OFTEN OCCASIONALLY NO T AT ALL
ANXIETY 7.6% 21.4% 50.4% 20.6%
(N=131) (N=10) (N=28) (N=66) (N=27)
DEPRESSION 2.3% 13.0% 59.5% 25.2%
(N=131) (N=3) (N=17) (N=78) (N=33)
TABLE 3: PERCENTAGE of PARTICIPANTS REPORTING ANXIETY & DEPRESSION
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FIGURE 1: PERCENTAGE of SUBJECTS EXPERIENCING LOSS OVER
LAST TWO YEARS
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Because of the concern (referred to in Chapter Two) about the potentially high levels of 
anxiety amongst hospital participants who were attending the clinic because their 
pregnancy was complicated or in jeopardy (which in turn might influence their ability to
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complete the Loss Scale satisfactorily), a comparison of the two clinic types was made. 
Participants drawn from GP surgeries reported higher levels of anxiety than those in 
hospital clinics: 16.7% reported feeling continuously anxious compared to 5.6% of hospital 
participants, while only 12.5% reported never feeling anxious compared to 22.4% of 
hospital patients (see Table 4). However, there was no significant difference between 
mean score of the two groups. There were no differences in reported anxiety levels in 
either GP or hospital groups between participants who completed their questionnaires at 
home and those who completed them at the clinic. Self-reports of depression were less 
differentiated, in part due to smaller cell sizes (see Table 4). There was no difference 
between the mean scores of the two groups.
A N XIETY DEPRESSION
GP CLINIC  
(N=24)
HOSPITAL  
CLINIC (N=107)
G P CLINIC  
(N=24)
HOSPITAL  
CLINIC (N=107)
CO NTINUO USLY N=4 N=6 N=2 N=1
OFTEN N=5 N=23 N=1 N=16
OCCASIONALLY N=12 N=54 N=13 N=65
NOT AT ALL N=3 N=24 N=8 N=25
MEAN SCORE 2.58 2.90 3.23 3.26
TABLE 4: PARTICIPANTS REPORTING ANXIETY & DEPRESSION by CLINIC TYPE
It was decided to explore the relationship between participant’s experience of the 
situations represented in the scenaria and reported levels of anxiety and depression in 
order to see whether there were correlations between them. There was no significant 
correlation between husband/partner being away regularly at night and reported levels of 
anxiety or depression (Tau = 0.03, NS & 0.08, NS respectively). Neither was there a 
significant correlation between the death of mother and reported levels of anxiety and 
depression (Tau = -0.04, NS & 0.01, NS respectively). However, there was a significant 
correlation between the loss of a friend or family member through argument and reported 
levels of anxiety and depression (Tau = 0.16, p<.05; Tau = 0.29, p<.001).
D. DIFFERENCES BETWEEN CLINIC TYPES
Because some differences in reported anxiety and depression had already been found 
between participants according to whether they originated from a hospital or GP clinic, 
data was examined to assess whether there were differences between the way that
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General Practice and hospital participants responded to the General Information 
Questionnaire (N= 24 & 107 respectively). There were no significant differences on the 
measures of the number of losses experienced (respectively for GP & Hospital: 33.3% 
and 35.5% had experienced no loss, and 45.8% and 43.9% had experienced 1 -2  losses); 
the frequency of living with their partner (100% & 93.5%) and with which partners were 
reported as going away (33.3% & 28.2% respectively); the stage of pregnancy (30.29 and 
30.59 weeks respectively); whether or not their mother was alive (12.5% of GP 
participants reported their mother had died compared to 4.7% of hospital participants); 
whether or not they were emotionally close to their mother (66.3% of hospital participants 
compared to 84.2% of GP participants); the number of times women had been pregnant 
(GP participants = 1.96; hospital participants = 2.68 times); the number of previous 
miscarriages (31.8% for hospital participants compared with 25% of GP participants).
There was only one measure that significantly discriminated the two groups: GP 
respondents were younger than hospital ones (hospital mean = 31.24 years, GP mean = 
28.62 years, t = 2.50, df = 129, p<0.02).
2. THE EYSENCK PERSONALITY QUESTIONNAIRE - REVISED, 
SHORT SCALE
Only the Lie Scale was computed from EPQ-R Short Scale, as the other scales were not 
relevant to this research. The mean score was 4.87 (SD = 2.53) compared with mean = 
3.34, SD = 2.41; mean = 3.76, SD = 2.38 for women respectively in the age range 21-30 
and 31-40.
Examination of participants scoring above and below the median score of 5 revealed that 
75% of GP participants scored between 0-5, and 25% between 6-11, while the 
corresponding figure for the Hospital group was 60% & 40%; however, the difference 
between the means was not significant (t=1.79, df = 129, NS; see Table 5). The Lie Scale 
scores of hospital and GP retest participants were also compared; there was no significant 
difference between the two groups (t = .60, df = 30, NS). However, although the mean 
score of the GP patients was the same as all GP patients (4.00), that of the hospital group 
was slightly, but not significantly lower than their group as a whole.
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In order to determine whether completing the Lie Scale away from the clinic effected 
participant’s responses (in that they might be less prone to dissimulation when the 
researcher was not present), a comparison was made between the scores of postal and 
clinic lie scores. Those who returned their questionnaires by post also had lower lie scores 
than those who returned them at the clinic: 73.5% scored between 0-5, while 58.8% of 
those returning their questionnaire at the clinic scored between 0-5. However, the 
differences were not quite significant (see Table 5).
LIE SCORE
GP CLINIC 
(N=24)
HOSPITAL 
CLINIC (N=107)
RETURNED BY 
POST (N=34)
RETURNED AT 
CLINIC (N=97)
LIE SCORE 75% 60% 73.5% 58.8%
0-5 (N=18) (N=64) (N=25) (N=57)
LIE SCORE 25% 40% 26.5% 41.2%
6-11 (N=6) (N=43) (N=9) (N=40)
MEAN 1 1 2 2
LIE SCORE 4.04 5.05 4.27 5.08
1 t = 1.79, df = 129, NS 2 t = 1.63, df = 129, NS
TABLE 5: PARTICIPANTS by LIE SCALE and CLINIC TYPE & RETURN of
QUESTIONNAIRE
3. THE LOSS SCALE 
A. ANALYSIS OF THE ITEMS
1. First Stage of Factor Analysis
It was expected that the three attachment categorisations (secure/free = T; insecure- 
dismissive = ‘d’: insecure-enmeshed = ‘e’) would be reflected in a three factor Factor 
Analysis. Therefore a principal-components Factor Analysis was performed which 
examined the three factor solution hypothesised. Oblique rotation was included because 
there was no expectation that the factors would be uncorrelated. Oblimin converged in 14 
iterations. When absolute values of less than 0.3 were suppressed, 13 of the 62 items did 
not load on any factor; when values of less than 0.4 were suppressed 31 did not load on 
any factor. These two cut-offs were used because they are both commonly used and 
recommended figures (Tabachnick & Fidell, 1996).
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Examination of the pattern matrix for values over 0.3 revealed that in no Factor was there 
a clear indication of underlying responses in accordance with those hypothesised, ie 
evidence of items correlating according to attachment classification (see Table 6). Each of 
the Factors contained items from all three attachment categories, and in Factors 1 and 3 
items in one attachment category loaded both positively and negatively; these results 
suggested either that an effect other than attachment was determining the structure of the 
factors or that items on the Loss Scale did not adequately reflect and discriminate 
between attachment styles.
Further examination of the pattern matrix indicated a strong tendency towards a scenario 
effect. Each factor contained a large proportion of the items from one scenario. Factor 3 
was almost entirely comprised of scenario 4 items with little contamination from other 
scenaria; factor 2 comprised most of the scenario 2 items with some contamination from 
each of the other scenaria; factor 1 contained the majority of both scenaria 1 and 3 items 
(see Table 7).
Insecure-Dismissive (d) Insecure-Enmeshed (e) Secure/Free (f)
Factor 1 Items 3 negatively loaded 11 positively loaded 1 positively loaded 
5 negatively loaded
Factor 2 Items 6 negatively loaded 5 positively loaded 6 positively loaded
Factor 3 Items 5 positively loaded 
2 negatively loaded
2 negatively loaded 3 negatively loaded
TABLE 6: PATTERN of ITEM LOADING for THREE-FACTOR SOLUTION by ATTACHMENT
CATEGORY
Factor 1 Factor 2 Factor 3
Number of Items from 
Scenario 1
10 2 0
Number of Items from 
Scenario 2
1 11 0
Number of Items from 
Scenario 3
7 3 2
Number of Items from 
Scenario 4
2 1 10
TABLE 7: PATTERN of ITEM LOADING by SCENARIO for THREE FACTOR SOLUTION
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2. Second Stage of Factor Analysis
In order to examine the scenario effect further, a principal components confirmatory Factor 
Analysis was performed to achieve a four factor solution, since there was now an 
hypothesis that the items would correspond to the four scenaria rather than the three 
attachment categories. With values less than 0.3 suppressed, oblimin converged in 15 
iterations. The four factors suggested a strong, though not pure, scenario effect: only 
factor 3 loaded purely, with items solely from scenario 4, however, items from scenario 4 
also loaded on other factors (see Table 8). This suggested that even though the scenario 
effect was more powerful than the attachment effect, it did not account for all the variance.
Factor 1 Factor 2 Factor 3 Factor 4
Number of Items from 
Scenario 1
9 2 0 0
Number of Items from 
Scenario 2
2 10 0 2
Number of Items from 
Scenario 3
1 3 0 9
Number of Items from 
Scenario 4
2 0 10 1
TABLE 8: PATTERN of ITEM LOADING by SCENARIO for FOUR FACTOR SOLUTION
3. Third Stage of Factor Analysis
It was decided to explore the individual scenaria through four further factor analyses to 
determine whether there was evidence of an attachment effect within the scenaria, that 
had been masked when all the scenaria were examined together. Three factor solutions 
were used, reflecting the number of attachment categories hypothesised. While the 
attachment effect was stronger when examining the scenaria individually, nevertheless 
there was still insufficient evidence that participants were responding to the scenaria solely 
within the original attachment framework.
None of the individual scenaria loaded sufficiently purely on all three factors to enable it 
to be judged as able to discriminate all attachment categories (for a summary see Table 9 
below). However, in each of three of the four scenaria two attachment categories were 
distinguished; scenario 3 performed the poorest, with only one pure factor. Looking at the 
attachment categories, it was found that the T category performed best, loading on all four
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scenaria; the ‘d’ category loaded on three of the four scenaria. The ‘e’ category did not 
load in accordance with its original classification, with only one scenario producing a pure 
loading.
When the scenaria were examined it was found that no factor in any scenario was loaded 
with all the items from a given attachment category; there was in each case a degree of 
contamination to or from other factors, and 27% of items loaded on factors other than the 
primary factor at level of >0.3.
In order to determine whether the contamination of the attachment effect was caused by 
only some of the scenaria, ten exploratory factor analyses were performed on the scenaria 
in pairs and threes, by excluding in turn one or two scenaria from the analysis. The 
scenario effect was substantiated in all analyses, thus confirming that any attachment 
effect was scenario-specific and that there was little relationship between any of the 
scenaria in attachment response.
A T T A C H M E N T  C A T E G O R Y  A S S IG N E D
IN S E C U R E -  
A V O ID A N T  (D )
IN S E C U R E -  
E N M E S H E D  (E )
S E C U R E
(F )
SCENARIO 1 Y E S N O Y E S
SCENARIO 2 N O Y E S Y E S
SCENARIO 3 Y E S N O Y E S
SCENARIO 4 Y E S N O Y E S
TABLE 9: SUMMARY OF ASSIGNMENT OF ATTACHMENT CATEGORIES ACROSS THE 
FOUR SCENARIA WHEN EXAMINED INDIVIDUALLY
B TEST-RETEST RELIABILITY
Two measures of test-retest reliability were used. The first examined reliability using the 
six point Likert-type scale (to be referred to as ‘full scale' condition), used in constructing 
the Loss scale. The second (to be referred to as ‘collapsed’ condition) was performed after 
collapsing responses to the items into ‘agree’ (‘totally agree’, ‘strongly agree’, ‘slightly 
agree’) and ‘disagree’ (‘totally disagree’, strongly disagree’, ‘slightly disagree’). Crosstabs
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of the full scale were also performed to generate more information about the breakdown of 
responses.
1. Reliability of All Responses 
Test-retest correlations
Correlation (when N=32) on all responses were calculated: mean = .4918, range = 0.8266 
to 0.1072. This technique was used to examine the overall amount of movement between 
the points on the Likert Scale, in whatever direction that movement was.
As only 8 items correlated at a level above 0.7, it was decided to lower the correlation floor 
to 0.6, which for this type of study is quite low, as it resulted in the inclusion of items which 
shared as little as a 36% communality; this, however, generated an item pool of 19, which 
was sufficient to permit further analysis. Of these items 11 were originally assigned to the 
‘insecure-enmeshed’ category of attachment, and four each were assigned to the 
‘insecure-dismissive’ and ‘secure’ categories. There were 6 items from scenario 1, 4 from 
scenario 2, 3 from scenario 3 and 6 from scenario 4.
Further principal components factor analyses using three and four factor solutions were 
performed on the reduced item set of 19 items (using the responses from all participants, 
N=131). The three factor solution was used to establish whether, with a more reliable item 
pool, an attachment effect was evident; oblimin converged in 15 iterations and accounted 
for 44.2% of the total variance. However, no clear underlying factors were indicated in 
relation to attachment style. Again the strong scenario effect was confirmed: Factor 2 
loaded entirely on scenario 4 items, while all scenaria 1 and 2 items were loaded on 
Factors 1 and 3 respectively.
The four factor solution was used to examine the scenario effect further. The four factor 
solution accounted for 52.4% of the total variance, oblimin converged in 16 iterations. The 
scenario effect was confirmed; each factor comprised items from only one scenario; most 
items loaded highly on the primary factor and no other. (The exceptions, items which 
loaded at a level greater than 0.3 on an alternative factor, were: 1.10, 1.6, 4.10, 4.5, 4.9 
and 2.15.)
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Factors influencing reliability
In order to determine the elements which contributed to reliability levels, a number of 
analyses were performed which examined the difference between the composition and 
structure of the most and least reliable items. These included a comparison between the 
number of negative statements; the length of the items (ie the number of words); whether 
items contained single or multiple ideas. These parameters were examined because the 
researcher was aware they may contribute to problems in the construction of self-report 
measures (Oppenheim, 1992).
A comparison was made between the internal structure of the ten items with greatest and 
least reliability (see Appendix 10 & 11). As can be seen from Table 10 the most reliable 
items had fewer negative statements (ie “I wouldn't....") and were less complex. 
Comparison between the most and least reliable items and all items showed that 40% of 
the least reliable were negative statements compared with 10% of the most reliable and 
31% of all items; 60% of the least reliable contained single statements compared with 70% 
of the most reliable and 66% of all items. Thus there was a strong tendency for the most 
reliable items to be framed in a positive manner, and a weak tendency for these items to 
contain single rather than multiple ideas when compared with both the least reliable and 
all items. Comparison of the number of words per sentence in the most and least reliable 
items revealed no significant difference (respective means = 14.1 & 16.1, t = .814, df = 18, 
NS)
DESCRIPTION OF ITEMS: NUMBER OF ITEMS IN 
EACH TYPE
NEGATIVELY 
WORDED ITEMS
SINGLE IDEA 
ITEMS
COMPLEX IDEA 
ITEMS
M O ST RELIABLE  
ITEM S (N=10) N=1 N=7 N=3
LEAST RELIABLE  
ITEMS (N=10) N=4 N=6 N=4
ALL ITEMS  
(N=62) N=20 N=41 N=21
TABLE 10: THE RELATIONSHIP BETWEEN ITEM STRUCTURE & ITEM 
RELIABILITY: CORRELATIONS
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In order to determine whether there was a difference between the reliability of individual 
scenaria, further examination of the most and least reliable items was undertaken and 
revealed that while there was an even spread of scenaria represented in the most reliable 
items, only one item from Scenario 1 was to be found in the least reliable items. There 
was a significant difference in reliability between scenaria 1 & 2 (means respectively were 
0.5527 & 0.4528; t = 2.162, df = 29, p<0.05) but no other differences of significance 
between the scenaria.
In order to determine whether reliability varied according to attachment category, 
examination of the most and least reliable items was again undertaken. Differences were 
found between attachment classification of items of the most and least reliable items: of 
the most reliable items 70% were insecure-enmeshed, 10% were secure and 20% were 
insecure-dismissive; of the least reliable items 20% were insecure-enmeshed, 50% were 
secure and 30% were insecure-dismissive.
2. Reliability of Collapsed Responses
A second measure of reliability was taken, as there was concern that the correlational 
method took no account of whether shifts on the Likert Scale were in the same direction of 
agreement or across the agree/disagree divide. The researcher felt that movements 
across the divide were a more serious problem for the Scale than changes in strength of 
response in the same direction, particularly when the change involved movement of more 
than two points along the scale, because they implied a more significant change in 
respondent’s feelings about an item. It was therefore decided to reduce the Scale: all the 
‘agree’ items were collapsed into one score and all ‘disagree’ items into the other, so that 
a measure of movement across the divide could be made. Crosstabs were performed on 
the revised scores. Table 11 summarises the main findings. Only one item scored 100% 
(04.4 “I would imagine I would get over her death fairly quickly”), while two scored 50%, ie 
no better than chance (01.12 ‘‘I would swing between not missing my partner at all, and 
feeling quite depressed because of how much I missed him”; 02.6 “I would swing between 
wanting to be friends again at any cost and never wanting to see my friend again”).
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SCENARIO PERCENTAGE OF ITEMS PLACED IN SAME CELL ON 
TEST & RETEST WHEN SCALES COLLAPSED
>70% >80% >90%
AGREEMENT AGREEMENT AGREEMENT
SCENARIO  1 86.7% 46.7% 13.3%
(N=15) (N=13) (N=7) (N=2)
SCENARIO  2 81.3% 56% 18.8%
(N=16) (N=13) (N=9) (N=3)
SCENARIO  3 80% 40% 6.7%
(N=15) (N=12) (N=6) (N=1)
SCENARIO  4 87.5% 43.8% 18.8%
(N=16) (N=14) (N=7) (N=3)
TOTALS 83.95% 46.8% 14.5%
(N=62) (N=52) (N=29) (N=9)
TABLE 11: PERCENTAGE of ITEMS PLACED in SAME CELL : COLLAPSED SCALES
Examining the scenaria individually it was found that overall there was a similarity in levels 
of agreement across the scenaria, (see Table 11). The greatest level of agreement was 
within Scenario 2, and the least within Scenario 3. The differences of note were a) 
Scenario 2 obtained 56.3% agreement at >80%, whereas Scenaria 1,3 and 4 ranged from 
40% - 46.7%; b) only one item in Scenario 3 had >90% agreement, whereas three had 
>90% agreement in Scenaria 2 & 4.
Examination of individual high and low scoring items revealed that amongst the nine 
highest scoring items (>90% agreement) 67% were from the secure attachment category, 
22% were insecure-dismissive and 11% were insecure-enmeshed. Amongst the lowest 
scoring items (<70% agreement), 10% were secure, 30% were insecure-dismissive and 
60% were insecure-enmeshed. That is there was a greater degree of agreement and a 
lower degree of disagreement between items categorised as secure, while the reverse 
pertained for items categorised enmeshed; those categorised as dismissive were almost 
equally represented.
Again it was decided to inspect the internal structure of the items to determine whether 
there were any differences between those with high and those with low levels of 
agreement, using the same parameters as were used with the correlational technique. 
Examination of the internal structure of the items revealed that items with the highest 
levels of agreement were fairly evenly divided between those which contained single and 
those which contained complex ideas ( 55.6% & 44.4% respectively); only one item
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contained a negatively-worded question, and this same item was both negatively worded 
and contained a complex idea. Those with the lowest levels of agreement contained 30% 
of single and 70% of complex ideas; 40% of these items also contained negative 
questions (see Table 12). Comparison of the number of words per sentence in the most 
and least reliable items revealed no significant difference (respective means = 17 & 17.7).
LEVEL of 
AGREEMENT
DESCRIPTION OF ITEMS
NEGATIVELY 
WORDED ITEMS
SINGLE IDEA 
ITEMS
COMPLEX IDEA 
ITEMS
HIG HEST LEVEL OF 11% 44% 56%
AGREEM ENT (N=9) (N=1) (N=4) (N=5)
LOW EST LEVEL OF 40% 30% 70%
AG REEM ENT
(N=10)
(N=4) (N=3) (N=7)
ALL ITEMS 32% 66% 34%
(N=62) (N=20) (N=41) (N=21)
TABLE 12: THE RELATIONSHIP BETWEEN ITEM STRUCTURE & SCALING AGREEMENT:
COLLAPSED SCALES
3. Comparison of Retest Findings
In order to determine whether the two methods of assessing reliability corresponded, a 
comparison of the highest and lowest agreements across the two measures of reliability 
was made and is summarised in Table 13. Comparison of the attachment styles 
represented in both retest conditions revealed that the insecure-dismissive attachment 
style was represented consistently in both measures. However, there was a reverse effect 
for both the insecure-enmeshed and secure styles. Comparison of the internal structure of 
items on both retest conditions (see Tables 10 & 12) revealed that negatively worded 
questions were identically represented in the two conditions. Complex ideas were 
represented slightly more frequently in both conditions in the lowest scoring cells. These 
findings, though interesting, are of limited importance however, given the small numbers 
involved.
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CORRELATIONS CROSS-TABS
ATTACHMENT HIGH AGREEMENT LOW AGREEMENT HIGH AGREEMENT LOW AGREEMENT
CATEGORY
DISMISSIVE 20% 30% 22% 30%
(D) (N=2) (N=3) (N=2) (N=3)
ENMESHED 70% 20% 11% 60%
(E) (N=7) (N=2) (N=1) (N=6)
SECURE 10% 50% 67% 10%
(F) (N=1) (N=5) (N=6) (N=1)
TOTALS 100% 100% 100% 100%
(N=10) (N=10) (N=9) (N=10)
TABLE 13: COMPARISON of the TWO METHODS of TEST-RETEST RELIABILITY:
ATTACHMENT CATEGORY
4. Further Exploration Of Reliability
In order to examine how the two methods of testing reliability achieved different results, it 
was decided to further explore the movement in the scale. Crosstabs were performed on 
the full six-point scale to permit a closer examination of the movement of items (N = 62) 
from one point of the scale to another in the retest condition. A composite of all items 
revealed that the mean number of participants (N=32) who placed items in the same cell 
was 14.1 (44%); participants placed items in the same or adjacent cells in the same 
direction of agreement, mean = 24 (77%). A further 8% of participants changed from 3-4 
or 4-3 across the middle of the Likert scale, from slightly agree/disagree to slightly 
disagree/agree. In total therefore 85% of participants placed items in the same or adjacent 
category on the scale suggesting that the majority of participants were responding with 
quite a high degree of consistency.
It was decided to examine both individual scenaria and the three attachment categories to 
determine whether there were differences in the way that they performed and contributed 
to overall reliability. There were significant differences when attachment categories were 
examined; the secure category consistently performed better than either insecure- 
dismissive or insecure-enmeshed category (see Table 14). Examining individual scenaria, 
there were no significant differences between them on any measure (see Table 15).
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ATTACH­
MENT
CATEGORY
NO OF 
PARTICIPANTS 
PLACING ITEMS 
in SAME CELL
NO OF 
PARTICIPANTS 
PLACING ITEMS in 
SAME OR 
ADJACENT CELL
NO OF 
PARTICIPANTS 
CHANGED ITEMS 
AGREEMENT
(agree to disagree or 
disagree to agree)
NO OF 
PARTICIPANTS 
CHANGED ITEMS 
FROM 3 -4 or 4 -  3 
ON SCALE
DISMISSIVE
(D)
3
MEAN = 13.6 MEAN =23.6
4,5
MEAN = 6.6
8
MEAN =  2.5
ENMESHED
(E)
2
MEAN = 13.4 9
MEAN = 22.8
4.6
MEAN =  7.9
7.8
MEAN =  3.7
SECURE
(F)
2.3
MEAN =  15.3
9
MEAN =  24.7
5.6
MEAN =  4.2
7
MEAN =  2.1
TOTALS 
(N = 32)
1
MEAN = 14.1
1
MEAN =  23.7 MEAN =  6.6 MEAN = 2.6
1 t =  14.0, df = 61, p< 0.01 4t  = 1.634, df= 39, NS
2 t = 4.79, df = 40, p<0.01 51 = 2.537, df = 39, p<0.02
31 = 1.25, df = 39, NS. 6 t = 3.911, df = 40, p<0.01
71 = 2.461, df = 40, p<0.02 
8t  = 2.426, df = 39, p<0.05 
9 t  = 1.93, df = 40, NS
TABLE 14: SUMMARY OF CROSS-TABS FINDINGS BY ATTACHMENT CATEGORY - FULL
SCALE
Because differences in the Lie Scales of the whole group had been found (see Table 5), it 
was decided to compare the Lie Scale scores of the hospital and GP groups of retest 
participants as a significant difference may have effected the efficacy of the retest 
findings. There was no significant difference between Lie Scale mean scores (hospital 
group mean = 4.63, GP group mean = 4.00, t = .60, df = 30, NS), which indicated that the 
retest findings (N=32) were no more prone to dissimulation than those of the whole group 
(N=131).
Retest responses were then broken down to compare the reliability of scores of those who 
came from hospital clinics with those from GP clinics. It was found that although there was 
a difference between the groups in the mean number of items placed on the same point 
on the Likert Scale between test and retest (mean for hospital participants = 28.37, for GP 
participants = 26.08); this was not significant (t= 1.25, df = 30, NS). Hospital participants 
were then further divided into those who completed their retest at the hospital clinic and 
those who completed it at home to see whether completing the retest at home made any 
difference to the reliability (due eg to lower levels of anxiety or fewer distractions). 
However, the means were almost identical (28.37 & 28.4 respectively).
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SCENARIO
NO OF 
PARTICIPANTS 
PLACING ITEMS 
in SAME CELL
NO OF 
PARTICIPANTS 
PLACING ITEMS in 
SAME OR 
ADJACENT CELL
NO OF 
PARTICIPANTS 
CHANGING ITEMS 
AGREEMENT (agree 
to disagree or disagree to 
agree)
NO OF 
PARTICIPANTS 
CHANGING ITEMS 
FROM 3 -4 or 4 - 3 
ON SCALE
1
1
MEAN = 15.3 MEAN = 23.9
2
MEAN = 6.3
3
MEAN = 2.3
2 MEAN = 14.3 MEAN = 23.3
2
MEAN = 7.1
3
MEAN = 3.4
3
1
MEAN = 13.7 MEAN = 23.7 MEAN = 6.6 MEAN = 2.5
4 MEAN = 13.8 MEAN = 24.6 MEAN = 6.4 MEAN = 2.4
TOTALS 
(N = 32) MEAN = 14.1 . MEAN = 23.7 MEAN = 6.6 MEAN = 2.6
1 t =  1.11, df = 28, NS. 2t  = 0.826, df = 29, NS 3t  = 1.68, df = 29, NS 
TABLE 15: SUMMARY OF CROSS-TABS FINDINGS BY SCENARIO - FULL SCALE
C. DIFFERENTIATION OF ATTACHMENT STYLES
Given the weaknesses inherent in the Loss Scale, information about the patterns of 
attachment response are of limited value. Nevertheless, it was decided to examine a 
proportion of the completed Scales to investigate the extent to which responses to the 
Loss Scale reflected previous findings in attachment research with respect to the 
breakdown of dominant attachment category.
The scenaria were examined to determine the proportion of each category of attachment 
that attracted an ‘agree’ response (see Appendix 12). Similarly, each category of 
attachment was examined to determine the breakdown of ‘agree’ responses by scenario 
(see Appendix 13). The proportion of ‘agree’ responses indicates the strength with which 
each attachment category was represented.
Thirty-three (25%) of completed Scales were selected at random, having met the criteria 
that they had a Lie Scale of 7or less (ie no more than one standard deviation above the 
mean for this sample); respondents with higher Lie Scales were omitted because it was 
decided their responses on the Loss Scale were likely to have been effected by 
dissimulation. The 33 Loss Scales were then scored, with a score of 0 when an item was 
placed on the "Totally Agree" point of the Scale and a score of 5 when placed on the
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“Totally Disagree” point of the Scale. The minimum possible score was 0, and the 
maximum 105 for the insecure-enmeshed and secure categories of attachment and 100 
for the insecure-dismissive category (as there were 21 items in the first two and 20 in the 
third). The lower the score, the more strongly a respondent exemplified the given 
attachment category; however, while a low score on secure items indicated positive health 
in attachment terms, a high score was required for the insecure attachment categories to 
be considered healthy. The scores are set out in Table 16. There was a significant 
difference between the ‘d’ and 'e' scores (t= 2.97, df = 34, p<0.01); respondents were 
more likely to agree with insecure-enmeshed items than with insecure-dismissive ones. 
Tests of significance were not performed between the secure category and the two 
insecure categories because (as noted above) elevated scores on the former indicated 
poor attachment competence while elevated scores on the latter indicated high attachment 
competence.
ATTACHMENT
CATEGORY
MEAN STANDARD
DEVIATION
RANGE 
of SCORES
MEDIAN
SECURE (f) 28.8 11.2 7 to 67 28
INSECURE- 
DISMISSIVE (d)
64.8 8.2 50 to 81 62
INSECURE- 
ENMESHED (e)
56.8 12.7 36 to 92 55
TABLE 16: ATTACHMENT SCALE SCORES by CATEGORY
Inspection of individual Loss Scale scoring profiles suggests that few respondents had 
profiles indicating that they could be confidently classified as either secure or insecure of 
attachment. There was a tendency for participants to score in the direction of security of 
attachment on all three categories; there were few who had profiles that firmly indicated 
an insecure pattern of response (ie a high score on the T category and a low score on 
both/either the ‘d’ and ‘e’ categories). Likewise there were few that firmly indicated a 
secure pattern of response (ie a low score on the T category and a high score on both the 
‘d’ and ‘e’ categories). There was a tendency for respondents to score within a wider band 
of scores on the secure and insecure-enmeshed categories than on the insecure- 
dismissive category, suggesting that the former discriminated between responses more 
than the latter.
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CHAPTER FOUR
DISCUSSION
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THE GENERAL INFORMATION QUESTIONNAIRE
The sample of women in this study may, in many ways, be considered atypical, in terms of 
stability, ethnic origins, class-structure, family status and maternal age. Given this, it could 
be argued that participants were particularly well-placed to cope with the demands of the 
study. That a number had some difficulty in coping with the Loss Scale suggests that a 
less advantaged group may have difficulties with it in its present form, and the contents of 
the Scale would need to be revised.
Reported Losses
Over a third of participants reported no loss over the last two years; only a few reported 
four or more losses. Given the breadth of potential losses investigated, this finding again 
suggests that the sample consisted of people who live quite stable existences, and who 
were relatively immune to some of the psycho-social exigencies of life that might be 
expected in a less privileged sample. The most frequently reported loss was the death of a 
close family member, other than a parent, while a smaller number reported the death of a 
close friend. Although there was no definition of what was considered close, and therefore 
impossible to determine how far into the extended family reports of losses went, and on 
the assumption that respondents were confining themselves to the last two years, this is a 
very high rate of loss. Without more information, however, it is not possible to comment 
further on this rate of response. However, it does suggest that for a substantial minority of 
women, imagining a death would have been based on the recent reality of loss of either a 
friend or family member. The other frequently reported losses were those of friends and 
family through moving or argument. These losses were reported at levels that might be 
considered unexceptional; however, again it meant that a substantial minority of women 
had experienced a scenario-related loss.
Levels of Anxiety and Depression
The lack of differentiation between the subgroups of those mothers completing the 
questionnaire under stressful conditions at a hospital clinic and those completing them
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under less stressful conditions at home or at a GP clinic was counterintuitive. It might have 
been expected that mothers at the hospital would have reported higher levels of anxiety 
and perhaps also depression than those at GP clinics. These findings suggest that 
concerns that an over-representation of mothers with complicated pregnancies would 
skew the results may have been unfounded. However, the measures of reported anxiety 
and depression were crude and it cannot therefore be assumed that these findings are 
safe.
Of the scenario-related losses only scenario 2 (the loss of a close friend through an 
argument) was significantly correlated with reported increases in anxiety and depression. 
This finding was also counterintuitive, as the loss of either the putative grandmother or 
absence of husband might be expected to result in higher levels of reported anxiety and 
depression. Again, the finding may be the result of the crude measure used.
If the finding is safe it raises questions about the research noted in Chapter 2, in which it 
was reported that a close relationship with the maternal grandmother can be protective 
against maternal depressive symptoms and insecurity of attachment (Poehlmann, 1995). 
That there was no evidence from these findings that a close relationship with the putative 
maternal grandmother was linked to lowered reported levels of anxiety and depression 
during pregnanacy may be due to the framing of the questions related to this issue, or it 
may be that the grandmother’s role becomes more crucial once the baby is born. Clearly 
further research is required into the role of the grandmother to the mental health of mother 
and baby.
THE LOSS SCALE
The primary objective in the construction of the Loss Scale was to design a measure of 
attachment suitable for women in the second half of pregnancy, that could be 
administered by primary health care professionals such as mid-wives and health visitors. 
The hypothesis underpinning the design was firstly that participants would respond to the 
loss scenaria in accordance with theoretical conceptualisations of attachment; secondly 
that participant’s style of response to the breaking of an attachment bond would be
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uniform across the different situations described in the four scenaria. In summary, the 
results demonstrated limited support for the former but not for the latter.
1. Technical Issues
The discussion of results takes place within the overall context that test re-test reliability 
was quite low; it did not compare well with that indicated by Main (1994), who reported 
between 78% and 90% stability on the Adult Attachment Interview over a two to three 
month period. Neither did it compare well with the findings of Feeney et al (1994) who 
reported reliability coefficients between 0.74 and 0.80 over 10 weeks on their Attachment 
Style Questionnaire, which in structure had more in common with the Loss Scale than did 
the AAI. While some items on the Loss Scale attracted quite a high level of agreement, 
sometimes participants did not respond consistently to items even within the limited 
demands of the collapsed scale, when only their overall agreement or disagreement with a 
question was calculated. Only one item scored highly on both measures of agreement.
There are a number of possible reasons why reliability was variable. These can be 
separated into those related to intra-subject factors and those which are related to the 
construction of the Loss Scale itself.
Intra-Subject Factors
Results from the Eysenck Personality Questionnaire - Revised, Short Scale showed that 
this group of women tended to respond in a more socially desirable way than normal for 
women in their age group, with mean scores ranging between 1.11 and 1.53 points 
greater than in Eysenck’s sample, dependent on age. As the standard deviations were 
similar to Eysenck’s sample, the difference in the means seems to indicate an overall shift 
in levels of response towards dissimulation, which might have influenced responses to the 
Loss Scale. However, because of the small numbers involved, and the fact that the shift 
was within 0.5 of a standard deviation of Eysenck’s sample this finding, though interesting, 
cannot be considered safe. It is thus unlikely that this group was significantly more 
predisposed to dissimulation in their responses to the Loss Scale than other women of 
their age. However, inspection of individual subject’s test-retest profiles suggested that
153
some participants were more prone to either changing their minds or becoming confused 
by items. This raises important questions about the structure of the items.
Structure of the Items
The results showed differences between the structure and composition of the individual 
items which attracted high levels of agreement between test and retest, and those items 
which attracted low agreement. The different measures of reliability (cross-tabs on the 
collapsed scale and correlations on the full scale) produced alternative ways of exploring 
the issue of reliability. Both measures lost a considerable amount of information about 
how participants behaved and how well items stood up in the retest condition, but taken 
together gave a more complete picture of factors affecting reliability. Additionally, a more 
comprehensive picture was obtained by inspection of cross-tabs of the full scale.
Considering factors related to the construction of the Loss Scale; Oppenheim (1992) 
cautions against the use of both negatively worded questions and multiple ideas; 
nevertheless, it was decided by the researcher that in some items their use was 
unavoidable. In order to adequately illustrate and differentiate the three attachment 
classifications, questions were at times quite complex, and included multiple ideas.
The decision to include complex ideas no doubt had an effect on the reliability of some 
items, where there was room to agree or disagree at different strengths with different parts 
of the question on different occasions. However, neither measure of reliability found a 
substantial difference between the number of single vs complex questions in the most and 
least reliable items. The finding that complex questions were included in the most reliable 
items in the cross-tabs technique may be because, when items were collapsed into 
agreement and disagreement, shifts in strength of agreement/disagreement were 
permitted within the collapsed scale that would have lowered reliability in the correlational 
measure.
Looking at the two items that were consistently ascribed low levels of reliability, both items 
are similarly phrased, “I would swing between...”, and are the only items in the Loss Scale 
phrased in this way, although other items do indicate the presence of conflict. It might be
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hypothesised that the invitation to “swing between” was taken up by participants in quite a 
literal sense, and they found it difficult to make up their minds about the items. Closer 
inspection of the least and most reliable items revealed that questions that implied conflict 
were over-represented amongst the least reliable items, but not represented at all 
amongst the most reliable ones. This does suggest that participants can cope with 
complex ideas, provided they are not conflictuel.
Comparison of the number of words in the most and least reliable items on both measures 
of reliability also yielded no significant differences, which further confirms that complexity 
or sentence length per se does not determine reliability. Nevertheless, it does raise 
questions about the suitability of including six points of discrimination along the Likert 
scale when using complex questions as in this research. It is likely that there is a choice to 
be made between the inclusion of complex and differentiated questions and differentiated 
responses, and that attempts to have both result in relatively low correlations as shown in 
this study. A less differentiated Likert scale may have resulted in an increase of 
agreement, even though there would have been some corresponding loss of information.
A number of items included negatively worded questions in order to counteract possible 
response bias, or to more accurately reflect an attachment category. Looking at both 
measures of reliability, negatively worded items were weakly associated with poorly 
correlated items, while there was a negative relationship between highly correlated and 
negative items. A number of participants reported difficulty in coping with a negatively 
phrased question requiring a negative response, and inspection of the individual test- 
retest cross-tabs for the full scale strongly suggests that some respondents became 
confused and totally agreed with an item with which they had previously totally disagreed. 
This problem had not been overt during the pilot phase of the Loss Scale; it may have 
become more overt amongst the research participants because of the changes in 
cognitive functioning that many participants complained of in the latter stages of 
pregnancy, whereby coping with complex tasks became more difficult. This finding may 
also mitigate against the use of a highly differentiated scale of agreement/disagreement 
that itself presents pregnant women with a more complex cognitive task.
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Examination of the individual cross-tab (full scale) of the most reliable items reveals that 
for some variability between test and retest was almost entirely accounted for by how 
strongly participants agreed with them while only a few participants disagreed with them. 
This suggests that factors other than attachment, eg normal maternal concern or 
dissimulation, were of greatest influence. Consequently, despite high levels of reliability, 
these items would not be included in a revised Loss Scale. Other items elicited a high level 
of agreement between test and retest on the correlation measure, but also a spread of 
responses between agreement and disagreement, which suggests participants were not 
responding in a dissimulative manner. These items would therefore be used as the basis 
of a revised Loss Scale.
Structure of the Scenaria
Participant’s responses to the Loss Scale demonstrated that they treated the scenaria as 
independent events and did not respond to them in a unified manner. In evaluating the 
Scale it is therefore necessary to consider the four scenaria individually rather than 
combining them. There were no significant differences between the scenaria and across 
the measures used except between scenario 1 and 2 on the correlational measure.
The scenaria varied in the extent to which they contained items that may have included 
elements associated with reduced reliability, such as negatively phrased items or ones 
containing conflict. However, examination of the reliability of those items in each scenario 
which contained reduced reliability factors and those that did not revealed no significant 
differences. Indeed, the scenario which had the highest number of reduced reliability 
factors (scenario 4) was one of the most stable. Clearly, then, these factors alone did not 
influence reliability.
The relative lack of stability in scenario 3 may be associated with the fact that most 
pregnant women are concerned during their pregnancy about how they would react to the 
birth of a child with a deformity or disability. In reality it was not a situation many had faced 
before, although one subject volunteered the information that she knew her baby would be 
born with a disability. Anecdotal evidence suggests that most pregnant women are worried 
about the birth of an imperfect baby, while only those who have reason to would think
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about their partner going away, the possibility that their mother might die or that they 
would have an argument with a friend. It could be hypothesised that women might have 
given the most consistent responses to a question that they had given some thought to; 
however, this was not the case. It could also have been the scenario that was the most 
vulnerable to dissimulation because of a pressure to give socially desirable answers; 
however, inspection of the cross-tabs revealed no greater tendency to dissimulate and 
give socially desirable answers than in other scenaria. A more parsimonious explanation 
may be that a number of the items used in the construction of the Loss Scale tapped 
psychological states rather than traits, and were therefore inherently unstable. Since the 
majority of women recruited into the study, and completing the retest, were those who 
were concerned about the viability of their pregnancy or the health of their baby, their 
responses may have been particularly vulnerable to fluctuation as their feelings about their 
pregnancy changed, according to the level of concern experienced.
Only in scenario 1 had enough participants experienced the situation to enable any 
comparison to be made between the reliability of the retest scores of those who did or did 
not experience it. About a third of retest participants reported their husbands were 
frequently away overnight, and in informal discussion many reported that this was a 
situation they had adapted to. The participants whose partners were away had slightly 
higher test-retest correlations than those whose husbands weren’t, but because the 
numbers were so small the correlations were unstable, and it was not therefore possible to 
determine whether the difference was significant. However, examination of full scale 
cross-tabs provided no conclusive indications that participants responded differently if their 
partners were away frequently. Taken together, these findings provide no more than a 
tentative indication that variability in response was reduced when the scenario was 
experienced rather than imagined. Rather, it would appear that responses to experienced 
scenaria were no more stable than to imagined ones, while there is some evidence that 
responses to an imagined situation that was of immediate concern (scenario 3) produced 
less stable responses.
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stru ctu re  o f the A ttachm ent C ategories
Factor analysis of all items by scenario did not result in all factors loading according to the 
attachment classification assigned to them by the researcher and the expert assessors. 
The finding that over a quarter of items loaded on other factors >0.3 confirms that the 
items in their present form do not reliably distinguish between the three attachment styles 
as exemplified by Main. Thus some of the items had more in common with items from 
other attachment classifications than with those to which they were originally assigned. 
Others loaded on factors that did not reflect a recognised attachment category, or loaded 
more on their secondary factor than the primary items did in that factor. Clearly this degree 
of overlap between the factors means that despite agreement by the expert judges about 
the veracity of items in specifying attachment, participant’s responses suggested that the 
meaning of some items was insufficiently precise and therefore open to differing 
interpretations.
The amount of agreement in each attachment category varied across the scenaria (see 
Appendix 13). There were similar levels of variability in the two insecure categories, and 
inspection of the items (see Appendix 3) suggests that a greater degree of dismissiveness 
or enmeshedness was required to agree with the items in some scenaria than others. 
Thus only those participants who were very enmeshed or dismissing would have agreed 
with these items, whereas participants who were only mildly or moderately dismissing or 
enmeshed would have agreed with the items in other scenaria.
There was least variability in the number of positive responses in the secure category of 
attachment. There were no obvious differences between the scenaria containing the 
highest and lowest levels of agreement, although it is likely that a higher level of 
attachment security was required to agree with items that required a secure response to 
the death of one’s mother than to items requiring a secure response to the loss of a friend 
through an argument. The high level of agree responses to the secure category suggests 
that dissimulation was a greater factor in this category than in the others. There were 
several items that elicited almost no disagree responses, suggesting that some secure 
items were construed as socially desirable because they embody the logical ‘adult’ 
response, and disagreement with the items may therefore have been more difficult. The
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overall consistency between the scenaria in this category suggests that that the success 
or failure in dealing with these problems was fairly evenly distributed across the scenaria.
In all attachment categories participants were required to give a positive response in order 
for their responses to categorised as representative of that category. Both dismissive and 
enmeshed items required disagreement to elicit a more socially desirable response, while 
in the case of the secure category agreement vj\ih items was required. It is therefore very 
probable that the high level of agree responses to all attachment categories was partially a 
function of response bias, which had not been eliminated by the use of a number of 
negatively worded items, while the secure category was further effected by dissimulation.
2. Methodological Issues
Although only one woman reported that she no longer had contact with the father of her 
child and did not have a partner, this highlighted a methodological weakness in the Loss 
Scale: asking women to imagine the temporary absence of a partner assumes that they 
had a partner who could be absent. In a more disadvantaged group this could have been 
a more significant problem, and invalidated the use of the scenario. This criticism could be 
levelled against other scenaria; some women have neither a biological nor a surrogate 
mother and other women may have such negative mental models of others that they have 
little involvement in any close relationships, including friendships.
Consideration should be given to the order in which the scenaria were presented. In this 
study the scenaria were always presented in the same order (1-4), which may have 
introduced a response bias due to the effort of visualising the scenaria. Participants ability 
to engage in a given scenario may have been made more or less sensitive by their 
engagement with the previous scenario. Random presentation of scenaria would have 
eliminated any order effect.
Scenario 3 was the weakest of the scenaria in terms of reliability, and this raises a 
number of issues about its value. Firstly the value of using a scenario that related to the 
loss of an ideal (the baby that should have been) rather than the loss of a whole object. 
Scenario 3 is, to a greater extent than in the other three scenaria, a narcissistic loss, given
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that a mother in the latter stages of her pregnancy is highly identified with her baby. It may 
therefore be that reliability in scenario 3 was poorest because mothers responded to a 
loss which they would still, during pregnancy, regard as the loss of a part of themselves, 
compared with the loss of another, as in the other scenaria. Responses to the experience 
of a narcissistic loss may be more liable to fluctuation than the loss of whole objects. 
Secondly, scenario 3 entails the loss of something the mother has never had (a perfect 
baby), whereas the other scenaria refer to the loss of something they did once have. This 
may have resulted in a framing effect which increased variability of response from test to 
retest.
A further methodological problem is to do with the usefulness and heuristic value of 
categorising adult responses into broad categories of attachment. Attachment theory was 
developed from the observation and theoretical conceptualisation of infant’s relationships 
to their mothers. This presents problems in the translation of a concept based on the 
child’s very limited experience of his/her relationship with mother into a model of adult 
functioning which necessarily has to take into account a wide range of relationships and 
experiences, each of which has contributed to attachment competence. To classify 
respondents into a single style of attachment (as does the AAI), means that a 
considerable amount of information is lost; in contrast, a methodology which included a 
profile of attachment responses would enable researchers to discriminate more accurately 
between participants.
3. Theoretical issues
As already noted, a central hypothesis of this study was that women’s responses to the 
Loss Scale would demonstrate the primacy of the experience of loss over the nature of the 
severance of the attachment bond. It would therefore be possible to measure an overall 
attachment competence that could then be validated against other measures such as the 
Adult Attachment Interview and the Strange Situation. However, this objective was not 
fulfilled. Factor analysis demonstrated that the most powerful effect was the scenario 
effect. Participants treated the scenaria as independent events and did not respond to 
them in a unified manner; thus the nature of the loss had primacy over the response to
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that loss. It can therefore be hypothesised that the construction of loss was not 
unidimensional but varied according to the nature of that loss.
This raises particular questions about the value of including scenario 3. Although three of 
the losses in this research were to do with the loss of a person either temporarily or 
permanently (scenaria 1,2 & 4), scenario 3 was, as noted above, to do with the loss of an 
ideal and the loss of something that had never been. Although the process of adjustment 
is similar across different losses (see Bowlby, 1980 and Parkes, 1991) the construction of 
the meaning of that loss and therefore the psychic impact of the loss would have been 
different. For example the loss of a mother might arouse powerful feelings of 
abandonment and elicit cognitions associated with the meaning of abandonment for the 
individual. Conversely, the birth of an imperfect baby might elicit feelings of shame, with 
the accompanying cognitions, but not abandonment. The two losses would therefore be 
construed differently and could not be expected to elicit the same response.
The Nature of the Attachment Bond
Karen (1994) felt that poor correlation between the AAI and the Hazan-Shaver was due to 
dissimulation on the part of dismissive respondents on the self-report measure rather than 
a function of the different types of attachment bond being measured (ie parental versus 
romantic). However, the findings from this research suggest that the problem is more to do 
with the differing nature of the attachment bond to a parent and a romantic partner. A 
marked scenario effect was obtained when a factor analysis of these two scenaria was 
performed, which confirmed that overall respondent’s attachment responses were 
unrelated.
This research therefore suggests that attachment responses are situation-specific and 
offers support for a model of attachment that includes a variety of attachment 
competencies rather than a single unified notion of attachment. These findings also 
corresponds with Birchnell’s (1995) hypothesis that attachment competency varies 
according to the positions adopted in relation to others, so that a person can be highly 
competent in some situations but not others. The practical implications of this may be that 
a variety of measures of attachment competence will be required to assess different types
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of relationships. Certainly it cannot be assumed that competence in one area of 
attachment implies competence in another, or that the transgenerational transmission of 
attachment can be predicted by a measure that does not specifically explore current 
mental representations of the relationship with a respondent’s own caregivers.
Object relations theory would argue that an extended temporary loss would be 
experienced by the insecurely attached individual as very similar to a permanent loss 
because of the difficulty in maintaining a constant relationship with an internal object in its 
absence. The findings from this research neither confirm nor deny this, as the effects of 
temporary versus permanent loss were confounded by the scenario effect. To test this 
empirically, it would be necessary to ask participants to imagine the temporary versus 
permanent loss of the same object relationship, rather than of different object 
relationships.
Limitations of Attachment Categories
The findings of attachment research (eg Main 1994) have consistently reported that 
approximately 67% of participants can be categorised in their attachment competency as 
secure/free (T), 13% as insecure-enmeshed (‘e’) and 20% as insecure-dismissive (‘d’). 
However, as Feeney et al (1994) note, it cannot be assumed that attachment styles are 
mutually exclusive; certainly such an assumption does not allow for the complexity of the 
internal working model (Bowlby, 1980). Because the findings of this research are limited 
by the methodological and technical concerns noted above, the current results can give 
only partial support to Feeney’s findings.
Nevertheless, there is some evidence from this study that when the Loss Scale was 
scored, insecure responses were not as differentiated as researchers have tended to 
assume and that both types of insecurity can co-exist within the same person; a woman 
who is primarily secure in attachment terms can also manifest a significant number of 
insecure features. An adult respondent who has both strong dismissive and enmeshed 
tendencies may be solely categorised according to the more pronounced of the two. Thus 
the categorisation of adult participants into fairly broad classifications of attachment results 
in a significant loss of information about them, which may be a contributory factor where
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there are changes of attachment status or lack of concordance in intergenerational studies 
(eg Steele, 1990). Profiling of attachment competence, rather than the designation of one 
attachment category, would enable far more sensitive assessments of competence to be 
made. This would enable researchers make more specific comments about changes in a 
person's competence profile and the circumstances under which those changes occurred, 
than can be achieved using the four categories described by Main.
In this research the proportion of participants agreeing with each item (where an agree 
response indicated the presence of a given attachment style), lends further support for 
Feeney’s argument: an average of 29% of respondents agreed with insecure-dismissive 
items, 46% with insecure-enmeshed items and 87% with secure items, again suggesting 
considerable overlap of attachment competencies within each respondent. The reversal in 
the number of participants responding in a dismissive rather than an enmeshed way in this 
study compared with others is interesting and partially supports the finding reported by 
Bartholemew, 1995 (but not confirmed by Fonagy et al, 1991a) that women tend to be 
more represented in the enmeshed and less in the dismissive category than men.
If insecure women are more likely to present their insecurity in enmeshed rather than 
dismissive relationships, this tendency may be particularly emphasised during pregnancy, 
when the woman’s internal picture of herself may increasingly encompass notions of being 
merged with another, which may make enmeshed beliefs more, and dismissive beliefs 
less acceptable to her. Certainly such a scenario is suggested by these results. This raises 
some interesting questions about the changes in internal object relations that takes place 
during pregnancy; it may be possible that the changes in internal object relations 
hypothesised as occurring during pregnancy can bring about a shift in the relative strength 
of the different attachment representations.
This also raises issues about Steele’s study in which she used Main’s Adult Attachment 
Interview to assess the attachment status of women in the third trimester. Ante-natal 
attachment status predicted the infant’s attachment status at a year 75% of occasions 
(Steele, 1990). Steele could not account for the 25% of participants whose attachment 
status did not predict that of their babies. It could be hypothesised that some of the 
variation could be accounted for by a shift in the relative strength of attachment
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representations between administration of the AAI at a time when internal object relations 
may have been more fluid, and when the baby was a year old when they could have 
reverted to their previous pattern of alignment. Cognitive and emotional changes during 
the latter stages of pregnancy may have changed the balance of the components of 
attachment resulting in a change in attachment competence which could not have been 
predicted by a method of assessment that assigned participants to a single attachment 
category.
Additionally, clinical experience suggests that enmeshed patients imagining acceptable 
alternative ways of thinking, feeling or behaving are likely to envisage dismissive rather 
than secure solutions as acceptable; therefore, if insecure-dismissive participants 
dissimulated, they may have done so in favour of insecure-enmeshed rather than secure 
responses, which would partially account for the reversal in the proportion of items that 
elicited agree responses between the insecure-enmeshed and insecure-dismissive 
categories.
Dimensions of Attachment
In healthy (in attachment terms ‘secure’) mourning, the loss is acknowledged and grieved, 
and eventually there follows a gradual emotional reorganisation and refocusing of 
attachment feelings to new figures. However, the insecure categories fail to engage with 
either the beginning or end of the process. The insecure-dismissive person cannot initially 
experience the emotion of grief, and thus denies it. The insecure-enmeshed person 
experiences the loss but is unable to undergo the process of emotional reorganisation and 
separation from the lost object. Enmeshed responses are therefore often an exaggerated 
and prolonged secure response. This is particularly well illustrated in the Strange 
Situation, where the infant classified as secure is distressed when mother departs, while 
the avoidant infant does not indicate behaviourally that mother’s absence has been noted. 
The reunion behaviour of the secure infant is of cries and protests on mother’s return, but 
s/he is quickly calmed and soon resumes playing with the toys in the room, whereas the 
ambivalent infant continues to be distressed and cannot be soothed by mother. Likewise 
in adult attachment the dismissive adult is distinguished from the secure adult by the
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inability to acknowledge distress and the enmeshed adult is distinguished from the secure 
adult by the inability to resolve emotional distress, not by the initial experience of it.
This raises the question of the extent to which the secure and dismissive attachment 
classifications can be conceptualised as occupying separate dimensions, as implied by 
attachment theory, or whether they occupy differing positions on the same dimension. 
Examination of the secure items which loaded with opposite signed dismissive items, 
revealed that when the wording was reversed the item exemplified the dismissive 
category, while examination of the factors which loaded on both insecure-enmeshed and 
secure items suggests that the secure items were insufficiently discriminated from the 
enmeshed items temporally. If attachment classifications occupy differing positions on the 
same dimension, this implies that there is a greater level of inter-relationship between the 
categories than has been assumed.
Models of Attachment
This research was conducted to create a measure that would function within an existing 
model of attachment (based on the AAI). It did not set out to address basic questions 
about how many attachment styles existed or whether the three classifications in use are 
the most serviceable. Again, poor reliability in the study confounds the findings, and it is 
therefore not possible to draw any conclusions from the way in which items were grouped 
on the factor analyses about the efficacy of the model.
4. Clinical implications
A major clinical implication of these findings concerns the issue of the overlap of 
attachment competencies within individual participants. On the basis of Main’s (Main et al, 
1985) classification of attachment competency, a number of authors (eg. Hamilton, 1987; 
Holmes, 1994; Liotti, 1991; Sable, 1992) have written about the clinical applications of 
attachment theory. Some (eg Sable, 1992) have based their clinical recommendations on 
the notion of the existence of discrete attachment categories, recommending treatments 
that are applicable for a given category. However, the findings of this research suggest
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that treatments based on a single-classification assessment, which are therefore oriented 
solely towards one type of attachment incompetence, may ignore others. Patients may 
therefore only receive partial help with their attachment-related emotional difficulties, 
which would, no doubt, be reflected in outcome studies, where only partial improvements 
in functioning might be observed. Profiling of attachment competency (cf Bartholomew, 
1995; Birchnell, 1995) would enable more comprehensive and at the same time specific 
interventions to be made.
The findings of this research also suggest that an enmeshed style of relating may be more 
prevalent in women than had been previously postulated, and that even women who 
function in a primarily secure manner may exhibit a number of enmeshed features which 
could be transmitted intergenerationally. Therefore a measure of attachment that took into 
account an overall profile of attachment competence would be important in selecting those 
mothers appropriate for ante-natal interventions or mother-infant psychotherapy. A 
measure that relied on a single attachment classification may miss a number of mothers 
whose attachment competence, though primarily secure, contained sufficient insecure 
features to result in insecurity of attachment for their babies.
Criticisms and Limitations of the Study
There are a number of ways in which this study could have been improved. Starting with 
the decision to study attachment through respondent’s reactions to loss. The relatively 
high level of co-operation with the study, given the circumstances in which most data was 
collected, and subject’s willingness to repeat the Loss Scale at retest, suggests that 
asking pregnant women to think about loss was acceptable to most of them. However, 
there are considerations to be taken into account should the study be repeated. Given that 
a number of women in these circumstances and in this responsive group were reluctant to 
complete a task that could feel ‘spooky’ (to use the comment of one ‘resfusenik’ in 
response to scenario 3), or whose partners forbade them to do so, it might be necessary 
to reconsider the composition of a future Loss Scale, so that only scenaria about relatively 
uncontroversial losses were included.
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It was hypothesised that responses to the Loss Scale would predict attachment 
competence in the mother which could, in turn, predict attachment competence in the 
infant at a year. However, the finding that each of the scenaria tapped a different 
attachment competence, with little overlap between them suggests that there is likely to be 
a different relationship between each of the scenaria and the attachment competence 
required to transmit security of attachment to the next generation. An alternative method 
of assessing overall competence would be to investigate only one type of attachment 
bond - that to the parents. In using the AAI, Steele’s (1990) research measured the 
attachment bond between the mother and her own parents and related it to an infant’s 
attachment competence at a year. By measuring the reaction to parental loss (through 
scenaria such as death, argument, moving away or illness) a revised Loss Scale would 
examine the severance of an attachment bond, the nature of which has already been 
shown to predict that attachment (Steele, 1990). A comparison could fruitfully be made 
between different types of loss to determine whether a more minor loss was predictive of 
attachment quality at a year than a major loss.
The issue of the choice of the 62 items incorporated into the Loss Scale is central. As 
noted in Chapter 2, the original 114 items were rated by expert assessors to determine 
which should be included in the final Scale. There were two problems associated with the 
early part of the study: firstly, at the point of devising the items, the researcher was 
unaware of the degree of contamination potential inherent in a number of the items. Thus 
a number of items were insufficiently precise in their attachment specificity and were open 
to interpretations that were more consistent with an alternative attachment category. 
Additionally, there was a greater tendency than had been realised for items in different 
attachment categories to represent opposite polarities of the same dimension rather than 
be located on separate dimensions of attachment. The second problem was that items 
which were categorised as belonging to different attachment styles, but which tapped 
opposite polarities of the same attachment dimension, were considered to exemplify both 
categories to a high degree and were therefore included by the expert assessors, while 
other, potentially useful, items were excluded. This resulted in a degree of overlap 
amongst items which should be avoided in future.
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In reconstructing items for the Loss Scale attention would need to be paid to the internal 
structure of the items: other methods of eliminating response bias need to be investigated, 
since the use of negatively phrased items introduced a number of problems related to 
respondent’s cognitive capacity to cope with double negatives. Also, while participants 
can cope with complex ideas when other factors are propitious, those items which 
introduce conflict should be re-structured.
Consideration should also be given to the number of points on the Likert scale. As noted 
above, it is possible that relatively poor agreement between test and retest was partially 
the result of the combination of having six points on the Likert-type scale, and complex 
items. As noted in Chapter 2 the decision to use a six point scale was to force the choice 
between ‘agree’ and ‘disagree’; however, it is possible that the use of a five point scale 
including a middle ‘neither/nor’ category would reduce variability amongst those scoring in 
the mid range (‘slightly agree’ and ‘slightly disagree’) who may have changed category on 
retest as a result of fairly minimal cues. Given that it remains necessary to include a 
number of complex items, rather than reduce all items to single ideas, the alternative is to 
use a Likert scale that does not include a forced choice element at the mid point.
The Loss Scale was administered in manual form, the objective of which was to eliminate 
response bias and to ‘surprise the unconscious’ by requiring participants to manipulate the 
items rather than merely ticking a box. Feedback from participants suggested that they 
enjoyed the physical manipulation of the items, and were more engaged in the task than 
they were when completing the paper and pencil sections of the study. It is not possible to 
assess whether this method was successful in ‘surprising the unconscious’; if it did this 
may have been through the mechanism of increased engagement with an item which was 
both held and viewed, which reduced some defensive barriers. However, it would require a 
controlled study using both methods which was followed through to assessment of the 
babies’ attachment competence at a year to determine whether this method ‘surprised the 
unconscious’ more than a pen and paper test.
It is possible that in this research the use of factor analysis led to a type two error, in 
which, through the use of a statistical measure inappropriate to the data, the results failed 
to show significance, even though the effect was real. Because factor analysis seeks to
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find underlying inter-correlations in data in which there is no previous assumption of 
relatedness, it could be argued that in the case of these scales, for which there was a 
strong theoretical basis, there is an argument for accepting them a priori rather than 
subjecting them to a factor analysis which may have nullified an existinng effect.
An alternative way of analysing the data would involve the use of an a different measure 
of reliability, for example Cronbach’s alpha, using the split half method, which would 
measure the internal consistency of the scale. In this case it may have been advisable to 
randomly assign items within each scenario rather than across all items to ensure an even 
spread of items from each scenario. Since there is evidence that participants responses to 
the Loss scale were scenario-specific there is an argument for analysing both the entire 
scale and the individual scenaria. Cronbach’s Alpha could both be used in conjunction 
with factor analysis and as an alternative to it.
There were a number of strengths in this study that enabled it to avoid some of the pitfalls 
of previous attempts to measure adult attachment through self-report measures. By asking 
participants to imagine situations in the present rather than seeking retrospective 
information about their childhood relationships, the study made no assumption about the 
relationship between respondent’s childhood attachment status and current attachment 
competence, and thus precluded criticism that there had been any assumption that ‘history 
was destiny’. Similarly, by using a Likert format rather than a forced-choice method (cf 
Brennan & Shaver, 1995,1994) it was found that participants could score highly on both 
avoidant and ambivalent attachment, as reported by Feeney (1991, cited in Feeney et al, 
1994), thus generating further support for Feeney’s hypothesis that the two styles of 
insecure attachment are not mutually exclusive.
The findings of this study also further reinforce the difficulties noted by other authors (eg 
Feeney et al, 1994) regarding the creation of a reliable self-report method of assessing 
adult attachment. The central issue is one of adequately capturing both the complexities 
and specificities of the adult attachment response, while at the same time working within 
the inherent constraints of a self-report measure. Attempts to measure attachment status 
within Main’s (1994) framework are further constrained, because Main herself proposes 
that the AAI taps unconscious processes, which by definition are difficult to access
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through self-report measures. As noted above, it is difficult to assess whether the Loss 
Scale does ‘surprise the unconscious', through measuring responses to imagined losses. 
This would only be ascertained once a revised Scale was compared with the AAI.
In summary, despite the limitations of this study, the findings suggest that the examination 
of attachment competence through the medium of loss may be of heuristic value once 
those limitations were rectified.
Recommendations for Future Research
Taking account of both the strengths and weaknesses of this research, I would 
recommend that the research is repeated, having rectified the difficulties discussed above. 
However, instead of measuring attachment across a variety of situations, I would 
recommend that it investigate parental bonds only, through scenaria such as death, 
argument, moving away or illness. The Loss Scale was intended to predict infant 
attachment at a year; measuring the reaction to parental loss would measure the 
severance of an attachment bond that has already been shown to predict 
intergenerational transmission (Steele, 1990).
Because there would be a strong theoretical basis for the new scales, it could be argued 
that they be accepted a priori rather than subjecting them to factor analysis, (see above). 
An alternative way of analysing the data would involve the use of an a different measure 
of reliability, for example Cronbach’s alpha
Having established a reliable scale the next stage of development would involve two 
procedures. The first involves measuring the Loss Scale against the AAI in women in the 
ante-natal period to determine the degree of congruity between the measures, that is 
whether the two measures are measuring the same attachment competence. The second 
involves measuring infant attachment status at a year, using the Strange Situation to 
determine the veracity of the Loss Scale in predicting infant attachment on the basis of 
maternal attachment status in the ante-natal period.
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CHAPTER FIVE
SUMMARY AND CONCLUSIONS
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The aim of this research was to create a new self-report measure of adult attachment 
competence based on the findings of previous attachment research, in particular, the 
Adult Attachment Interview (AAI), devised by Main and her colleagues (Main et al, 1985). 
Main had identified three major attachment classifications: insecure-dismissive, insecure- 
enmeshed and secure, which were judged to discriminate between adult attachment 
behaviour and mental representations.
Steele (1990) had found that a pregnant woman's attachment classification on the AAI 
was predictive of her baby's attachment status using the Strange Situation Test at 12-18 
months on 75% of occasions. This potentiated the early identification of mother-infant 
dyads at risk of the intergenerational transmission of insecure attachment, and thus the 
possibility of preventative interventions. However, the expense, complication and length of 
time required to administer the AAI limited its effectiveness as a clinical tool; through the 
creation of a new self-report measure (the Loss Scale) it was hoped to produce a tool that 
would perform a similar function to the AAI, but which could be used by health 
professionals.
It was decided to explore attachment bonds at their point of dissolution, as a method of 
accessing current attachment status. Four scenaria involving either temporary or 
permanent loss were used: partner away for two or more weeks; loss of a close friend 
through an argument; birth of a baby with a hare lip; death of mother. A total of sixty-two 
items (statements) about the scenaria were included in the study of an original one 
hundred and fourteen, after the original items had been judged for their attachment 
relevance by expert assessors.
One hundred and thirty-one women in the second half of their pregnancy were 
approached during ante-natal clinics at their local hospital or GP surgery and were asked 
to complete the Eysenck Personality Questionnaire (Short Form), and a General 
Information Questionnaire aimed at eliciting information about their pregnancy, important 
relationships, and previous losses. They were then asked to complete the Loss Scale. 
Thirty-two of the women were approached a second time and asked to complete the Loss 
Scale again to test its test-retest reliability.
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Although reliability was generally found to be poor, in part as a result of technical 
difficulties in the construction of the Scale, there were a number of useful findings from 
this research. Factor Analysis of the items did not support the original hypothesis that 
participants would respond to the items in accordance with attachment theory and that a 
three factor solution would discriminate responses. Instead, it was found that there was a 
powerful scenario effect; that is participants responded differently to the imagined 
severance of different types of bond. This finding strongly suggests that in creating an 
instrument to assess maternal transmission of attachment competence, the mother’s 
relationship with her own parents should be the focus of investigation (as in the AAI), as it 
is probable that the measurement of other attachment bonds will not measure the relevant 
attachment competence.
The second important outcome was support for Feeney et al’s (1994) proposal that there 
is considerable overlap between attachment styles that is lost when a single categorisation 
is made, so that respondents were found to have a profile of attachment that included 
both secure and insecure patterns of response. This had implications clinically, both for 
the target group and for those being treated for psychological problems within an 
attachment framework. There were concerns that mothers with a number of insecure 
features could be overlooked in preventative treatments if they were predominantly 
classified as secure in attachment. Similarly there were concerns that if patients in 
psychological therapy were being treated according to their primary attachment 
classification, then aspects of their treatment needs may not be met.
In conclusion, it was felt that despite the technical and methodological difficulties 
encountered in this research, it indicated a direction that could be fruitfully explored in the 
measurement of attachment in adults.
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Appendix 1: Example of Letter sent to Consultants and GP/s
Mrs Susan Howard BA, MSc, C.PsychoI, AFBPsS 
Chartered Clinical Psychologist 
85, Wodeland Avenue 
Guildford 
Surrey GU2 5LA
tel/fax 01483 504033
Mr Makuloluwe
Consultant Obstetrician and Gynaecologist 
Royal Surrey County Hospital 
Guildford
17th November 1995 
Dear Mr Makuloluwe,
Re: The Maternal Reaction to Loss Project
I am currently conducting research in Karen Morton’s ante-natal clinic and am writing to 
ask whether you would grant me access to collect data in your clinic as well. I am 
registered for a doctorate with Surrey University; ethical approval has been granted, and I 
have so far collected about 40 subjects out of an anticipated cohort of 120. The majority of 
these have been collected from Karen’s ante-natal clinic, the remaining ones from general 
practice.
The aim of the research is to develop a psychological instrument that will identify those 
mothers at risk of forming insecure attachments with their babies. Research has shown 
firstly that attachment patterns are transmitted transgenerationally, and that a mother’s 
attachment status during pregnancy is predictive of her infant’s at a year old; secondly that 
attachment patterns laid down in the first year of life have a high probability of continuing 
into later childhood, at which stage it has been shown that insecure attachment is linked to 
lowered social, psychological and educational adjustment. In later life insecure attachment 
is linked to psychological disorder and illness. It has further been shown that 
mother/infant psychotherapy during the first year can ameliorate the transgenerational 
transmission of insecure attachment. The identification of at-risk mothers in the ante-natal 
period would enable interventions to be initiated before or soon after the baby’s birth.
The theoretical underpinnings of the study are that attachment can be assessed through 
the exploration of the point at which attachments are broken - at times of separation or 
loss. The instrument currently used to assess attachment status during pregnancy is the 
Adult Attachment Interview, which takes about 5-6 hours per mother to administer, 
transcribe and rate, and can only be used after extensive (and expensive) training. It is 
thus limited in it’s application and is primarily used as a research instrument. The 
instrument that I am currently piloting is designed to be used by those health professionals
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already involved in the care of mothers and their babies and should ultimately take less 
than half an hour to administer and score.
The research is in two parts: the first is to complete a series of questionnaires; the second 
is to sort statements referring to scenaria involving separation and loss. The entire 
procedure is carried out in the waiting room while mothers are at the ante-natal clinic, and 
takes around half an hour per subject to complete. I am enclosing copies of the 
questionnaires, and a list of the scenaria and accompanying statements.
There are three of us involved in data collection: myself. Dr Anna Marley (a clinical 
psychologist who was named as co-researcher on the ethical committee application) and 
Miss Laura Thyerson, a psychology research assistant from Surrey University. Miss 
Thyerson is currently collecting data at Dapdune Surgery.
I understand that your clinic is run in tandem with Mr Curtis’s, who I shall also be 
approaching with the same request. Angela Coombes is also aware that I am approaching 
you and is happy for an extension of the research into other clinics.
If you should wish to discuss the research either over the phone or in person please 
contact me at the above number
Yours sincerely
Mrs Susan Howard
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Appendix 2
DIRECTIONS to EXPERT ASSESSORS
You are about to be presented with four scenaria which exemplify loss events of differing 
magnitude that women could face, ie death of mother; birth of a child with a deformity 
(hare lip); a serious rift with a close friend; temporary absence of a partner. Each scenario 
and attendant statement cards will be presented in a different colour, ie yellow, blue, pink, 
white. For each scenario you will be asked to sort a series of statements concerning 
potential responses. For each scenario the cards should be sorted in relation to the extent 
to which they exemplify the three different categories of attachment status as defined 
below. (After Main 1994)
Category F: Secure/Autonomous A secure adult is one who values attachment, and is 
relatively objective regarding any particular event or relationship. She has a balanced 
attitude towards life experiences, whether favourable or unfavourable.
Category Ds: Avoidant An avoidantly attached adult is dismissive of attachment related 
experiences and relationships. She will normalise and idealise or (rarely) devalue an 
unfavourable event or relationship.
Category E: Ambivalent/Preoccupied An ambivalently attached adult is preoccupied with 
or by past attachment relationships or experiences and often seemingly confused or 
overwhelmed. Preoccupation with significant others is angry, passive or (rarely) fearful.
The overall aim is to rank order the cards so that the statement which you think most 
strongly depicts each category (F, D or E) is given the highest ranking (ie no 1), and that 
which least depicts each category is given the lowest ranking.
Step One Read all the statement cards for the first scenario and assign them to the 
category you feel is the most appropriate (F, D or E).
Step Two Rank order the statement cards within each category as outlined above.
Step Three Record your response in the grid on the record sheet provided. Step Four 
Repeat steps one to three with the remaining three scenaria. Please turn to appended 
example.
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EXAMPLE SHEET
Imagine that a respondent is presented with the following scenario: "Imagine you are 
moving to a new town a long way away" Individuals could respond to this imagined loss 
event in different ways:
1.1 "I would look forward to the positive aspects of the move, although I would regret the 
loss of my present surroundings."
1.2 "I would not expect the people I'm leaving behind to miss me."
1.3 "I would like to think that the people I'm leaving behind would miss me, but I'm not sure 
that they would."
1.4 "I can't imagine that anyone could ever match up to my old friends."
1.5 "I would regret the loss of my friends"
1.6 "I would not expect to feel anxious about the move."
You should sort these responses according to the category to which they belong (F, D or 
E) and then rank order them within each category. For example:- You may decide that 
statements 1.1 & 1.6 belong to category "F", and that statement 1.1 most strongly depicts 
the category. You would therefore rate statement 1.1 as F 1 and statement 1.6 as F 2. 
Similarly you may decide that statements 1.2 and 1.5 belong to category D, and that 
statement 1.2 most strongly depicts the category; you would therefore rate statement 1.2 
as D 1 and statement 1.5 as D 2. You may decide that statements 1.3 and 1.4 belong to 
category E, and that statement 1.3 most strongly depicts the category, and that 1.3 is 
therefore rated as E 1 and 1.4 as E 2.
Having sorted and rank ordered all statements in accordance with the example above 
please write your responses in the grid on the record sheet provided, eg:- Statement No 
Category Rank Order 1.1 F I  1.6 F 2 1.2 Ds 1 1.5 Ds 2 1.3 E l  1.4 E 2
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Appendix 3 
List of Scenaria and items
Scenario 1 : Imagine that your partner has had to go away for two or more weeks
1.1 I would miss my partner, but not feel abandoned or a sense of Inner loneliness.
1.2 I would be able to tell my partner if I felt any resentment about him being away.
1.3 I would get some pleasure from imagining and hearing about what he did while he was away.
1.4 I wouldn’t resent him for going away.
1.5 I would feel angry with my partner for enjoying himself without me, and would be jealous of 
those he mixed with.
1.6 I would imagine sometimes feeling abandoned and frightened and wanting him to come home 
Immediately, and at other times feeling angry and not caring when he came home.
1.7 I would still be able to enjoy the things I did while he was away.
1.8 I wouldn’t expect or want emotional support from other people.
1.9 I would want my partner to miss me as much as I would miss him, but I’m not sure he would.
1.10 I would enjoy doing things the same as usual
1.11 I would probably feel depressed and abandoned while he was away, but would not want to 
show this in front of my friends.
1.12 I would swing between not missing my partner at all, and feeling quite depressed because of 
how much I missed him.
1.13 I would expect my partner to think about me while he was away, but that being apart wouldn’t 
spoil his time away.
1.14 1 wouldn’t expect him to think about me much while he was away.
1.15 I wouldn’t see the point in him phoning very often.
Scenario 2: Imagine that you’ve had a serious argument with a close friend.
2.1 I wouldn’t be particularly upset or angry about the disagreement.
2.2 I would be aware that the relationship would need time to recover.
2.3 I wouldn’t try to work out a compromise.
2.4 I would want people to support me, and would feel hurt if they saw another side of the argument.
2.5 I wouldn’t miss my friend much as I can easily make others.
2.6 I would swing between wanting to be friends again at any cost, and never wanting to see my 
friend again.
2.7 I wouldn’t spend much time mulling over what had happened: what’s done is done.
2.8 At times I would think the argument was all my fault, and at times I would think it all my friend’s.
2.9 I would want to continue the friendship, and would mourn its loss if this was not possible, 
because a good friend is hard to replace.
2.10 I expect that the break-up would effect my friend more than it would effect me.
2.11 I couldn’t ignore the argument and go on as though nothing had happened.
2.12 I would constantly mull over the details of the argument.
2.13 I would want my friend to be as upset about the disagreement as me, but I can’t imagine other 
people would be as upset about the loss of a friend as I am.
2.14 I would hope that mutual friends would not take sides, but know this would be difficult for some 
people.
2.15 I would be afraid that losing my friend would mean losing all our mutual friends.
2.16 If the friendship finished completely, I would still want to stay in touch with mutual friends.
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Scenario 3: Imagine that you have given birth to a baby with a hare lip
3.1 I wouldn’t feel disappointed that my baby wasn’t perfect
3.2 I would see my baby as being the same as other babies.
3.3 I would be able to share my feelings about my baby with other people.
3.4 I wouldn’t expect other people to be effected by the way my baby looks.
3.5 I would constantly go over in my mind how my baby should have looked, and find it difficult to 
think about anything else.
3.6 I might have problems accepting the way my baby looked at first, but would come to terms with 
it in time.
3.7 I wouldn’t expect to feel angry at myself or others for how my baby looked.
3.8 I wouldn’t avoid contact with ‘normal’ babies, even though it might hurt.
3.9 I would feel singled out that this had happened to me
3.10 I wouldn’t wish to discuss my baby’s appearance with others, unless it was medically 
necessary.
3.11 I would resent any suggestion that I could find it difficult to feel close to my baby because of 
the way s/he looked.
3.12 I would feel that no-one else, not even my husband/partner, could properly understand how I 
felt.
3.13 I know I would have some feelings of guilt or self-blame, but I think I would come to terms with 
them in time.
3.14 I would strongly consider not having any more children
3.15 I would feel sad for my baby that s/he had such a difficult start in life.
Scenario 4: Imagine that your mother has suddenly died.
4.1 I would expect to feel a mixture of anger, sadness and self-blame
4.2 I couldn’t Imagine ever getting over her death
4.3 I wouldn’t expect myself to carry on as normal until some time after her death.
4.4 I would imagine that I would get over her death fairly quickly.
4.5 I would seek the support of family and friends to help me with my grief.
4.6 I would find it difficult to understand those who mourned openly for a long time.
4.7 I wouldn’t seek professional help for my grief immediately, but would consider it later if 
necessary.
4.8 I wouldn’t know whether to keep or get rid of her possessions.
4.9 I would be worried that other members of my family might also die soon, and would try to stop 
them from doing anything I thought was risky.
4.10 I would expect to carry on my life in much the same way as usual.
4.11 I hope I would find someone to look after me like a mother, and would feel resentful if no-one
did.
4.12 I wouldn’t stop people discussing my mother’s death in front of me
4.13 I wouldn’t expect to feel particularly angry, sad or blame myself for her death.
4.14 I wouldn’t expect other family members or friends to want to discuss her with me at any length.
4.15 I would expect that others, particularly those close to me, would understand my feelings about 
my mother’s death.
4.16 I would constantly think about my mother, and would sometimes only think of her good points, 
while at others only think of her bad points.
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Appendix 4
THE ‘MATERNAL REACTION TO LOSS’ PROJECT 
PATIENT INFORMATION FORM
The research project you are being invited to participate in is being run by Mrs Susan 
Howard, Chartered Clinical Psychologist, through the Psychology Department at the 
University of Surrey with the co-operation of the Royal Surrey County Hospital.
The objective of the research is to find out how pregnant women react to a variety of 
situations involving loss. You will be asked to complete some questionnaires and to 
arrange a number of statements about how you might react or have reacted to four 
situations involving separation or loss e.g. the loss of a friend through an argument. You 
will first be asked to complete the questionnaires and then the researcher will explain to 
you how to arrange the statements.
These questionnaires are being given to a large number of women attending the ante­
natal clinic. You have not in any way been asked to participate because there is a 
concern about your pregnancy.
The researcher will be on hand at all time to help and to give explicit instructions about 
how to complete the various parts of the research as it proceeds.
Your participation in this project is completely voluntary, and, if you decide you do not 
wish to participate, or, if you withdraw before completing it, your decision will not effect 
your treatment now, or in the future, at this clinic.
The information you give is confidential, and on all forms, other than the consent form, 
you will only be identified by a number at the top of each, which is the same as the 
number at the top of the consent form. The consent form will be stored separately from 
the other information to protect your confidentiality.
We are hoping to develop this research further, and we are inviting those who are 
interested to take part in the next stage of the research. If you would be willing to be 
contacted about further participation, would you please fill in your address and telephone 
number at the bottom of the consent form.
Thank you for agreeing to participate.
Susan Howard
Chartered Clinical Psychologist
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Appendix 5
THE ‘MATERNAL REACTION TO LOSS’ PROJECT
No:
CONSENT FORM
I consent to participating in the above project; I have read and understood the Patient 
Information Form and I understand that I may withdraw at any time from this study if I wish 
to without there being any effect on my future treatment.
Name
Signature......................................................................Date......../........ /.
I am happy to be contacted again to take part in a follow-up study, but understand that 
the supply of my address and telephone number does not commit me to further 
involvement in the research unless I wish it at the time.
Yes/No
If yes, please write your address and telephone number below.
Address.................................... ........................................................... ...............
.....................................................   Postcode.
Telephone number.................................
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Appendix 6
THE MATERNAL REACTION TO LOSS PROJECT
No:.
GENERAL INFORMATION
These are questions about you and your pregnancy; where there are Yes/No questions please circle your 
answer.
PART A: ABOUT YOU
1. How old are you?...........
2. Marital Status: please tick whether you are
a)singl e....
b)not married at present, 
cjcurrently married.....
3) Are you currently living with a partner (either married or cohabiting)? Yes/No
4) What is or was your occupation?...........................................................................
5) Have you experienced any of the following major losses in the last two years?
death of a parent Yes/No
death of a close family member (not parent) Yes/No
death of a close friend Yes/No
loss of a family member through moving Yes/No
loss of an important friend through moving Yes/No
loss of job (other than because of this pregnancy) Yes/No
loss of home (e.g. through divorce/financial problems) Yes/No
loss of the use of a part of your body Yes/No
loss of health through accident/illness Yes/No
loss of partner through divorce/separation Yes/No
major financial loss (e.g. bankruptcy) Yes/No
loss of friend or family through argument Yes/No
loss of status (e.g. redundancy/demotion) Yes/No
loss through burglary Yes/No
if you have had any other important loss, please describe
PLEASE TURN OVER
183
PARTE: ABOUT YOUR PREGNANCY
1 .How many weeks pregnant are you?.............
2.How many times have you been pregnant including this time?............
3.Have you previously had any miscarriages? Yes/No.
4.If yes, how many?....
5.Have you previously lost a baby through
• still birth Yes/No
• death shortly after birth Yes/No
• death older than a year Yes/No
• through fostering or adoption Yes/No
6. Have you felt miserable or depressed during this pregnancy?
• continuously Yes/No
• often Yes/No
• occasionally Yes/No
• not at all Yes/No
7. Have you been anxious/nervy during this pregnancy?
• continuously Yes/No
• often Yes/No
• occasionally Yes/No
• not at all Yes/No
PART C: ABOUT YOUR FAMILY AND FRIENDS
1.1s your mother alive? Yes/No If no, when did she d ie? ...............................................
If yes, are you emotionally close to her? Yes/No
2.Are you living with the baby's father? Yes/No (if no, go to question 5)
3.What is/was your husband/partner’s occupation?...........................................................
4.Does your husband/partner’s work, social or family commitments take him away from 
home at nights on a regular basis? Yes/No
5.Do you have children already? Yes/No If yes, please state their ages.........................
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Appendix 7 
YOUR PERSONALITY
No:.........
This section contains questions about your personality which have been used in
previous studies, and gives us a fuller picture of the kind of person you are
Please answer each question by putting a circle around the YES or the NO following the questions. There are 
no right or wrong answers, and no trick questions. Please work quickly and do not think too long about the 
exact meaning of the question.
1 Does your mood often go up and down ?
2 Do you take much notice o f  what people think?
3 Are you a talkative person?
4 If you say you will do something, do you always keep your promise no matter how inconvenient it
might be?
5 Do you ever feel “ just miserable” for no reason?
6 Would being in debt worry you?
? Are you rather lively?
8 Were you ever greedy by helping yourself to more than your share o f  anything ?
9 Are you an irritable person?
10 Would you take drugs which may have strange or dangerous effects?
11 Do you enjoy meeting new people?
12 Have you ever blamed someone for doing something you knew was really your fault?
13 Are your feelings easily hurt?
14 Do you prefer to go your own way rather act by the rules?
15 Can you usually let yourself go and enjoy yourself at a lively party?
16 Are all your habits good and desirable ones?
17 Do you often feel fed up?
18 Do good manners and cleanliness matter much to you?
19 Do you usually take the initiative in making new friends?
20 Have you ever taken anything (even a pin or button) that belonged to someone else?
21 Would you call yourself a nervous person?
22 Do you think that marriage is old-fashioned and should be done away with?
23 Can you easily get some life into a rather dull party?
24 Have you ever broken or lost something belonging to someone else?.
25 Are you a worrier?
26 Do you enjoy co-operating with others?
27 Do you tend to keep in the background on social occasions?
28 Does it worry you if  you know there are mistakes in your work?
29 Have you ever said anything bad or nasty about anyone?
30 Would you call yourself tense or “ highly- strung”?
PLEASE TURN OVER
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31 Do you think people spend too much time safeguarding their future with savings and insurance?
32 Do you like mixing with people?
33 As a child were you ever cheeky to your parents?
34 Do you worry too long after an embarrassing experience?
35 D o you try not to be rude to people?
36 Do you like plenty o f bustle and excitement around you?
37 Have you ever cheated at a game?
38 Do you suffer from nerves?
39 Would you like other people to be afraid o f  you?
40 Have you ever taken advantage o f someone?
41 Are you mostly quiet when you are with other people?.
42 Do you often feel lonely?
43 Is it better to follow society’s rules than go your own way?
44 Do other people think o f you as being very lively?
45 Do you always practice what you preach?
46 Are you often troubled about feelings o f guilt?
47 Do you sometimes put off until tomorrow what you ought to do today?
48 Can you get a party going?
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Appendix 8
DATA COLLECTION SHEET
ITEM TOTALLY
AGREE
STRONGL
Y
SLIGHTLY
AGREE
SLIGHTLY
DISAGREE
STRONGLY
DISAGREE
TOTALLY
DISAGREE
CATEG.
1.1
AGREE
F
1.2 F
1.3 F
1.4 D
1.5 E
1.6 E
1.7 F
1.8 D
1.9 E
1.10 D
1.11 E
1.12 E
1.13 F
1.14 D
1.15 D
2.1 D
2.2 F
2.3 D
2.4 E
2.5 D
2.6 E
2.7 D
2.8 E
2.9 F
2.10 D
2.11 F
2.12 E
2.13 E
2.14 F
2.15 E
2.16 F
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ITEM TOTALLY
AGREE
STRONGL
Y
SLIGHTLY
AGREE
SLIGHTLY
DISAGREE
STRONGLY
DISAGREE
TOTALLY
DISAGREE
CATEG.
3.1
AGREE
D
3.2 D
3.3 F
3.4 D
3.5 E
3.6 F
3.7 D
3.8 F
3.9 E
3.10 D
3.11 E
3.12 E
3.13 F
3.14 E
3.15 F
4.1 F
4.2 E
4.3 F
4.4 D
4.5 F
4.5 D
4.7 F
4.8 E
4.9 E
4.10 D
4.11 E
4.12 F
4.13 D
4.14 D
4.15 F
4.16 E
EPQ SCORE.
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Appendix 9
DATA SHEET
NAME CODE W/P DATE Q’AIRE SORT RESEE RETEST
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APPENDIX 10
RANK ORDER OF MOST AND LEAST RELIABLE ITEMS: CORRELATIONS
Highest (most reliable first)
4.2 I couldn’t imagine ever getting over 
her death
4.4 I would imagine that I would get over 
her death fairly quickly.
1.10 I would enjoy doing things the same 
as usual
2.4 I would want people to support me, 
and would feel hurt if they saw another 
side of the argument
3,9 I would feel singled out that this had 
happened to me
1 .3 I would get some pleasure from 
imagining and hearing about what he did 
while he was away.
1.11 I would probably feel depressed and 
abandoned while he was away, but would 
not want to show this in front of my 
friends.
3.14 I would strongly consider not having 
any more children
212 I would constantly mull over the 
details of the argument
3.5 I would constantly go over in my mind 
how my baby should have looked, and 
find it difficult to think about anything else.
Smallest (least reliable first)
2.6 I would swing between wanting to be 
friends again at any cost, and never 
wanting to see my friend again.
3.8 I wouldn’t avoid contact with ‘normal’ 
babies, even though it might hurt
4.7 I wouldn’t seek professional help for my 
grief immediately, but would consider it 
later if necessary.
4.15 I would expect that others, particularly 
those close to me, would understand my 
feelings about my mother’s death.
1.12 1 would swing between not missing 
my partner at all, and feeling quite 
depressed because of how much I missed 
him.
3.13 I know I would have some feelings of 
guilt or self-blame, but 1 think I would come 
to terms with them in time.
4.6 I would find it difficult to understand 
those who mourned openly for a long time.
3.1 I wouldn’t feel disappointed that my 
baby wasn’t perfect
2.14 I would hope that mutual friends 
would not take sides, but know this would 
be difficult for some people.
2.3 I wouldn’t try to work out a 
 compromise.
190
Appendix 11
RANK ORDER OF MOST AND LEAST RELIABLE ITEMS: COLLAPSED CROSS-TABS
Most Reliable Items (most first)
4.4 I would imagine I would get over her 
death fairly quickly.
1.2 I would be able to tell my partner if I 
felt any resentment about him being away.
1.3 I would get some pleasure from 
imagining and hearing about what he did 
while he was away.
2.14 I would hope that mutual friends 
would not take sides, but know this would 
be difficult for some people.
3.15 I would feel sad for my baby that s/he 
had such a difficult start in life.
4.5 I would seek the help of my family and 
friends to help me with my grief.
4.11 I hope I would find someone to look 
after me like a mother, and would feel 
resentful if no-one did.
2.5 I wouldn’t miss my friend much as I 
can easily make others.
2.9 I would want to continue the 
friendship, and would mourn its loss if this 
was not possible, as a good friend is hard 
to replace.
Least Reliable Items (least first)
1.12 I would swing between not missing 
my partner at all, and feeling quite 
depressed because of how much I missed 
him.
2.6 I would swing between wanting to be 
friends again at any cost, and never 
wanting to see my friend again.
2.13 I would want my friend to be as 
upset about the disagreement as me, but I 
can’t imagine other people would be as 
upset about the loss of a friend as me.
3.4 I wouldn’t expect other people to be 
effected by the way my baby looks.
4.1 I would expect to feel a mixture of 
anger, sadness and self-blame.
3.5 I would constantly go over in my 
mind how my baby should have looked, 
and find it difficult to think about anything 
else.
3.7 I wouldn’t expect to feel angry at 
myself or others for how my baby looked.
4.8 I wouldn’t know whether to keep or 
get rid of her possessions.
1.8 I wouldn’t expect or want emotional 
support from other people.
2.4 I would want people to support me, 
and feel quite hurt if they saw the other 
side of the argument.______________ _ ___
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APPENDIX 12
SUBJECTS AGREEING WITH ITEMS in 
SCENARIO 1
Dismissive Enmeshed Free
A ttach m en t C a teg o ry
NUMBER of SUBJECTS AGREEING WITH 
ITEMS In SCENARIO 2
OT
o S 50
Dismissive Enmeshed
A ttach m en t C a teg o ry
Free
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NUMBER of SUBJECTS AGREEING WITH ITEMS 
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Appendix 13
PERCENTAGE of SUBJECTS AGREEING to 
ITEMS in the DISMISSIVE CATEGORY of 
ATTACHMENT by SCENARIO
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PERCENTAGE of SUBJECTS AGREEING WITH 
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PERCENTAGE of SUBJECTS AGREEING WITH 
ITEMS in the FREE CATEGORY of 
ATTACHMENT by SCENARIO
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ABSTRACT
Research findings concerned with the aetiology, topography, and 
response characteristics, of binge-eating were reviewed, with particular 
reference to the condition as it features in obesity.
A cognitive-behavioural analysis of the eating behaviour of obese 
women was undertaken within the framework of Marlatt & Gordon's (1979) 
analysis of the relapse process in alcoholism. Sixteen obese women 
were asked to carplete questionnaires and a two-week diary whioh 
yielded information about the history, response characteristics, 
topography, and cognitions associated with their eating behaviour.
A cognitive-behavioural analysis of their eating behaviour revealed 
that these women had much in common with alcoholics and addicts. A 
post-hoc analysis of the subjects on the basis of binge-eating during 
diary-keeping revealed that subjects could be divided into three groijps: 
severe, moderate and constrained bingers. There ^ ^re consistent 
and significant differences across. nearly all parameters betv^en the 
severe bingers and the other two groiips, and it was hypothesised that 
the severe group had a qualitatively different problem from the 
ronaining subjects, associated with a metabolic/genetic origin to 
their obesity.
Given the small numbers involved in the research recommendations for 
further research included the suggestion that a larger study be 
undertaken to replicate and validate the current findings.
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INTRODUCTION
1. DEFINITION OF BINGE-EATING
Binge-eating features as a behavioural problem in obese, normal weight 
and underweight populations. Stunkard (1959) was the first to 
recognise binge-eating as an eating disturbance in an analysis of the 
eating patterns of obese patients. He described bingeing as having 
"an orgiastic quality, and enormous amounts of food may be consumed in 
relatively short periods" (p 289). Since this first report many 
descriptions of similar eating disturbances have been published, but 
until recently the major thrust of interest has been associated with 
bingeing in normal-weight or anorectic populations. Accordingly, a 
variety of alternative terms for the condition have been coined including 
"bulimarexia" (Bosking-Lodahl & Sirlin, 1977), "coanopulsive eating"
(Green & Rau, 1974), "the dietary ohaos syndrome" (Palmer, 1979) and 
"bu l im i a  nervosa" (Russell, 1979). All of these authors have described 
eating disorders in Wiioh binge-eating is a central feature, and have 
frequently been interested in a differential diagnosis that distinguishes 
binge-eaters from anorectics. Until recently, there has been little 
interest in binge-eating in obese subjects and the specific association 
of binge-eating with obesity has become less clear-cut.
A number of authors concur that binge-eating remains a poorly understood 
phencmenon (Abraham & Bearmcmt, 1982; Fairbum, 1982; Rich, 1978) and 
at present there is no widely accepted, unifoim definition of binge-eating. 
However, its inclusion as a discrete disorder in DSyi III (American 
Psychiatric Association, 1979) is a first step towards a clearer definition 
and the heuristic value of delinating binge-eating (or bulimia) has already
Jll'O
been demonstrated (Abraham & Beaumont, 1981); Gormally et al, 1982;
Loro & Orleans, 1981).
DSyi III presented the following core diagnostic criteria for 
bulimia:
"An episodic pattern of binge-eating (rapid consumption of a large 
amount of food in a discrete period of time, usually less than two 
hours), accorpanied by the following symptoms: . 1. an awareness of 
disordered eating patterns, with a fear of not being able to 
vduntarily stop eating; 2. depressive moods with self-deprecating 
thoughts following episodes of binge-eating".
Additionally, in order to be diagnosed bulimic DEM III required that 
at least three of the following syirptons must be present:
1. Rapid consumption of food during a binge.
2. Consumption of high caloric, easily ingested food during a binge.
3. Inconspicious eating during a binge.
4. The termination of binge-eating episodes by:
abdominal pain, sleep, social interruption, or self-induced 
vomiting.
5. Repeated attempts to lose weight by severely restrictive diets 
or self-induced vomiting.
6. An eating pattern of alternate binges and fasts.
7. Use of cathartics for weight control.
These criteria outline sore dimensions of. binge-eating r^ iich have been 
considered clinically relevant by workers in the area, and have formed 
the basis for developing self-report measures of binge-eating tendencies 
(Gormally et al, 1982; Havhins & Clement, 1980).
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2. BINGE-EATING IN THE OBESE
A. Epidemiology
There have been no definative studies of the epidemiology of binge- 
eating in obesity. Within the clinical literature binges are 
described as characteristic of only sane patients. Stunkard (1959) 
found that three of his forty obese subjects binged and in 1980 he still 
maintained that fewer than 5% of obese persons binged; Bruch (1974) 
described binge-eating in only a small proportion of her subjects.
More recently however. Loro & Orleans (1981) reported that 28.6% 
of their sample of 280 cbese patients attending a Dietary Rehabilitation 
Clinic reported binge-eating two or more times per week, and that a 
further 22% reported binge-eating at least once per ^ e^k. Only 20% 
of patients reported never bingeing. They defined bingeing as "consuming 
large or enormous quantities of food in a short time".
Gormally et al (1982) reported that 23% of their sample of 112 obese 
patients seeking behavioural treatment for obesity reported "severe" 
bingeing problems, 55% reported "moderate" bingeing problems and 22% 
reported no bingeing problems, as assessed by interview.
Thus in contrast to earlier work these two studies suggest that binge- 
eating amongst obese subjects is a fairly common occurrence. However 
they are not significantly at variance with normative studies carried 
out by Halmi et al (1981) and HWdLns & Clement (1980). Halmi and 
her co-workers found that 13% of their population of 355 mixed-weight 
subjects fulfilled all the DSM III criteria for bulimia, and that 68% 
of their subjects had binged at some time in the past. Havtons & Clement
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(1980) reported that 79% of their mixed-weight s\±>jects had engaged 
in binge-eating. As with all studies of binge-eating by far the 
majority of the bulimic population were, women; Halmi et al (1981) 
estimated from their results that 19% of the. total female population 
binged, vhile only 5% of the male population did so.
Further anecdotal. evidence for the prevalence of bingeing in the 
normal population is found in the Vfermuth et al (1977) stuc^ . These 
researohers located the majority of their sample. binge-eaters through 
local newspaper advertisements and had 242 replies. They note that 
"Judging from the large number of .these milder cases, and the 
relative ease with ^ diich we located our subjects, the syndrome is 
probably not rare" (p. 1252).
However, as noted previously, a major problem in binge-eating research 
is the laok of agreement as to vÆiat constitutes binge-eating. Gormally 
et al (1982) note that one person may feel that they have eaten 
excessively after consurning five cookies vAiile another may not. The 
subjective nature of vÆiat constitutes a binge and the differing 
interpretations by researohers and subjects of bingeing goes part of 
the way to explaining the differences between the American studies 
quoted above and the only major British epidemiology study (Cooper & 
Fairbum, 1983; Cooper et al, in press) . The Oxford group found that 
20% of their sample of 369 adult women attending a family planning 
clinic reported current binge-eating, and a further 5% said that they 
had experienced such episodes in the past. Cooper & Fairbum (1983) note 
these discrepancies, and seem to infer that American researchers use 
less stringent criteria vhen defining bingeing than do their British 
counterparts.
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However, the general conclusion that can be drawn from all these 
studies is that binge-eating is not rare in any weight classification. 
However, it remains to be seen whether there are differences in 
tenns of functional analyses and other measures of the sequelae 
to bingeing between normative and clinical populations, and between 
overweight, normal weight and underweight populations.
B. Response Characteristics
There is a wide variability in both the frequency and topography 
of binge-eating. Loro & Orleans (1981) note that clients who report 
higher frequencies of binge-eating (once a week or more) also report 
greater concern about the problan, and suggest that frequency of binge- 
eating is a useful objective and subjective index of severity; this 
assumption is also implicit in the work of Gormally et al (1982) in the 
construction and validation of their binge-eating scales.
Although seme studies (eg. Has^dns & Clement, 1982; Loro & Orleans,
1981; Stunkard, 1976) suggest that the usual duration of a binge is 
short, and is usually between 15 - 60 minutes, Abraham & Beaumont (1982) 
reported that seme of their patients went on extended binges lasting 
many hours. Hewever, it is generally agreed that the majority of 
binges are esopleted within two hours, and that during eating, food 
is generally consumed rapidly.
The amount eaten during a binge varies considerably. Abraham & Beaumont 
(1982) and Stunkard (1959) have reported that consumption may reach 
20,000 calories during an extended binge. Most authors will agree 
hewever that 1,000 calories represents the lower limit of consumption.
for an eating episode to be classified as a binge.
Abraham & Beaumont (1982) in one of the few analyses of vAiat is 
consumed during a binge, note that all their patients included 
food in their binges vÆiich they did not normally allow themselves 
to eat at other times. They found that not all bingers confontied 
to the anticipated stereotype of consuming high-calorie easily 
degestible food, and that analysis of foods eaten during binges 
revealed that they often contained excessive amounts of proteins or 
fats. They cite one patient, v^o having become a vegetarian in order 
to control her weight, binged on fresh vegetables and would consume 
eg. 5 - 71bs. of raw carrots during a binge. They also found that the 
amount, type, and nutritional content of binges was dependent on the 
immediate availability of food, and included tinned food, frozen food, 
baby food and scraps frcm the rubbish bin.
These authors further found that although patients claimed that they 
would eat until all the food had gone, they were in fact usually 
referring to "bad" or binge foods. Only 34% of their patients had 
actually ever eaten everything in the cupboards and refridgerator.
Factors that patients felt might end a binge included physical discomfort 
(ie. full or nauseous) ; the arrival or presence of other people; 
the lack of further binge foods; or having vomited.
Vomiting and laxative abuse do not ^pear to feature significantly 
in the clinical picture of binge-eating in obese subjects. Wardle 
& Beinart (1981) note in their review of the literature that "vAiere 
descriptions of the eating binges are given they seem to be similar 
to those described in non-obese subjects, with the exception that self­
induced vomiting is rarely mentioned" (p. 101). Certainly the presence 
of vomiting is generally felt by writers to infer the presence of a 
more severe probelm, and to be an indication of associated psychopathology 
(Hav^ dns & Clement, 1980). However, Halmi et al (1981) in their 
survey of binge-eating and vomiting found that bulimia with vomiting 
occurred in 14 - 22% of their obese subjects; since the lower figure 
refers to the more obese subjects, it might be inferred from this 
finding that presence and frequency of vomiting is negatively correlated 
with weight, and that vomiting occurs rarely in very obese subjects.
C. Onset
Abraham. & Beaumont (1982) note in their stut^ of bulimics of all 
weights that their patients made a clear distinction between merely 
overeating and bulimia, lAioh they described. as episodes they were 
unable to control. Gormally et al (1982) also distinguished 
"overindulgers" from bingers by the pleasure experienced by the former 
groip and the distress by the latter vÆien they overate. It would appear, 
therefore, that subjects are able to differentiate between overeating and 
bingeing, and this discrimination validates retrospective estiimates of the 
onset of binge-eating.
Most authors (eg. Jackson & Qrmiston cited in Loro & Orleans, 1981) found 
that the onset of binge-eating could often be traced to adolescence or 
early adulthood. Vfermuth et al (L977), in a stuc^ of 20 mixed-weight 
bulimics,quote a median age of onset of 16 years (range 9 - 26.years). 
These authors cited emotional stress as a factor accoipanying the 
initial onset of bingeing as do Bruch (1974) and Stunkard (1959, 1976).
D. Aetiology
The aetiology and natural history of binge-eating are poorly 
understood, and systematic studies of its development have probably 
been obscured by the confounding of bulimia and. anorexia in Icw- 
weight populations. With respect to obese populations there appears to 
be a strong link between, childhood/adolescent onset of obesity and 
later bingeing. Although there have been no. large scale epidemiological 
studies. Loro & Orleans (1981). found that in their sample of 280 
patients attending a Dietary Rehabilitation Clinic for obesity treatment 
that 68% of the frequent bingers (bingeing once a week) and 74% of the 
regular bingers (bingeing twice or more per week) reported childhood 
or adolescent onset of obesity. In contrast only 27% of those T^ ho 
never binged had childhood or adolescent obesity onset. Causative 
factors in this relationship have not been elucidated, but the work 
of Wooley, Wooley & Dyrenforth (1979) may have generated a partial 
explanation. They note that individuals reporting early-onset obesity 
often have difficulty in losing wei^t and propose a genetic/metabolic 
causation for their obesity. Difficulty in losing weight may result in 
the imposition of increasingly stringent dieting in an attempt to 
maintain or accelerate weight loss, resulting in both extreme hunger 
and hypoglaecamia, both of which (as noted by Has^ cins & Clement, 1980 
and Loro & Orleans, 1981) can have a triggering role in binge-eating.
In srpport of this preposition, Abraham & Beaumont (1982) found that 
in their sample of mixed-weight subjects the onset of bulimia followed 
a period of increased concern about body weight. They note that initial 
attempts to diet were unsuccessful and that a cycle of starvation followed 
by bingeing rapidly became established. Experimental evidence for the 
role of deprivation in the aetiology of binge-eating was found by
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Greenberg Lowe (1982) who in a laboratory manipulation of the 
availability of food to a non-clinical population found a relationship 
between anticipated deprivation and subsequent ccnpensatory over­
eating.
The role of dieting in bingeing has also been examined by researchers 
interested in the laboratory phenanencn of counter-regulation (eating 
to excess) found in diet-conscious individuals. This work grew out 
of Schacter's (1971) proposition that eating, in obese subjects is 
largely determined by external cues such as the smell, taste and sight 
of food, and the passage of time, while the eating of normal weight 
subjects is largely determined by internal, visceral states. However, 
while agreeing that the concept of externality is p^chologically valid, 
later writers (eg. Leon & Roth, 1977; Rodin, 1981) argue that the theory 
has failed to account adequately for all research findings on the 
behaviour of cbese and normal subjects.
At the same time as Schacter's theory of externality was attracting 
interest, Nisbett (1972) proposed a set-point model for cbesity, which 
stated that everyone has a biologically- determined ideal weight or 
set-point, and that sane people are biologically programmed to have a hi­
gher base-line level of adipose tissue storage than others, and are 
consequently cbese. Nisbett argued that the CNS (probably the ventranedial 
hypothalamus) defends each individual's given set-point, and that cbese 
individuals, under medical and social pressure to reduce their weight 
may be actively hungry because they are less than their biologically- 
determined set-point (even though they may still be heavier than the 
culturally accepted norm). Nisbett proposed that many cbese individuals 
fit this description and that as a result they develop eating patterns
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resembling those of starving organisms. Nisbett's theory thus 
postulates that it is the conflict between physiological and social 
pressures vÆiich leads to 'externality' in the obese rather than obesity 
per se. As Rodin (1981) notes, conflicting findings in the early 
externality studies was caused because subjects, were divided into obese 
and normal weight gro\:ps. Set-point theory would argue that normal- 
weight people could also be maintaining a weight lower -than -their 
biological set-point, and thus would be subject to the same pressures 
as obese subjects maintaining an artifically low weight. Interes-tingly, 
'externality' has not been found to occur as frequently in massively 
obese popula-tions as it does in. moderately obese subjects, presumably 
because sane of -these individuals have given up at-ten^ ts at dieting 
(Wooley, 1976, ci-ted in Wardle & Beinart, 1981).
Al-though Nisbett's theory has been challenged (see Reesey, 1980), -the 
notion -that self-control is an iirportant determinant of eating patterns 
led to a nurriber of testable hypotheses, one of whioh is concerned with 
-the concept of dietary restraint. Herman, Poli-vy and their co-workers 
de-veloped a cons-truct of chronic dieting and self-control called 
"restraint", and developed a scale to assess -this cons-truct. They placed 
res-trained eaters (Wio are chronically concerned about dieting) at one 
end of -the continuum, and unrestrained eaters (who give little thought to 
the food they eat) at -the other end. Restraint -theory suggests that 
res-trained eaters develop anomalous eating patterns as a result of the 
stress caused by chronic dieting and self-con-trol. In a series of studies 
high res-traint subjects of normal weights were found to counter-regulate 
vhen anxious (Iferman & Poli-vy, 1975) ; when disinhibi-ted through ingestion 
of alcohol (Poli-vy & Herman, 1976) ; ^en in -the presence of a model Wio 
consurred large amoun-ts of food (Poli-vy et al, 1979) and after believing
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they had consumed a hi^-calorie pre-load (Polivy, 1976) . Polivy's 
(1976) stu(%T implicated the role of cognitions in mediating counter- 
regulation: her high restraint subjects only counter^regulated i^en
■they believed tdiey had consumed a high-calorie pre-load (thus contura- 
vening -their own in-take standards). Spencer & Fremouw (1979) 
replica-ted -these resul-ts using obese, normal and under-weight subjects, 
and concluded that while cogni-tive factors control ea-ting behaviour 
in bo-th high and low res-traint subjects of all weigh-ts, counter- 
regula-tion is a feature of only high res-traint subjects. Howe-ver,
Ruderraan and Christensen (1983) found sane evidence that high-res-traint 
obese subjects are less likely to counter-regulate -than are high- 
res-traint normal weight subjects, and. argue -that the restraint model 
does not hold as a model for obesity; howe-ver, -they do not challenge the 
ae-tiological role of res-traint. in binge-ea-ting. As Polivy (1976) notes 
"-the client's mere belief that she has over-eaten is sufficient to 
trigger an eating binge." The. iirplications from -the res-traint 
literature are made explicit by .Wardle & .Beinart (1981) who argue -that 
-the counter-regulatory behaviour induced in the labora-tory is the 
experimental equi-valent of an eating binge, and that there is thus 
experimental evidence for.-the relationship be-tween chronic die-ting and 
bingeing.
Wardle and Beinart (1981) reviewing studies of binge-ea-ting note -that 
contrary to psychodynamic explanations of binge-eating and obesity, 
psychopathology is not canmonly an aetiological factor in cbese bingers. 
However, many obese bingers do. show signs of psychological dis-tress. loro 
& Orleans (1981) and Wilson. (1976) found -fchat obese bingers were often 
underassertive, plagued by negative feelings, low in self-esteem and 
deficient in basic ccping and problem-solving skills. To vhat extent
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these deficits are of aetiological significance has not been 
elucidated however.
Few obese bingers present with a previous history of anorexia nervosa, 
and this condition does not feature as an aetiological factor in the 
vast majority of cases. Cn the rare occasions that it does, a poor 
prognosis is generally irrplicated. (Brunch, 1974).
Seme researchers have been interested in a possible medical basis for 
the problem of bingeing. Rau & Green (1976) proposed a neurological 
^sfunction following the discovery of irregular EBG patterns and a 
positive response to diphenylhydantoin in the bingers they studied. 
Wermuth et al (1977) r^licated the stu:^ with inproved methodology 
and while they failed to replicate Rau & Green's EE3G results, did 
find a favourable response to phenytoin in seme subjects. While 
ackncwledging that only bingers with severe problems had been included 
in their stucty, and that they had thus excluded a large number of less 
%verely afflicted bingers, they conclude "The etiology of this syndroie 
ronains speculative. Its episodic, uncontrollable nature and occasional 
favourable response to gdienytoin suggests a possible variant of 
psychcmotor epilepsy." (p. 1252). However, on the basis of these 
findings, Stunkard (1980) suggests that all bingers should be given a 
therapeutic trial of phenytoin.
Neuroendocrine studies of binge- eaters have largely been confined to 
studying anoretic bingers (see Mitchell & Pyle, 1982). Given the 
generally disturbed physiology of these patients, generalisation of 
the limited findings to obese binge-eaters is without theoretical 
justification.
12 /iai
In conclusion, laboratory and clinical studies of binge-eating 
in obesity are increasingly irrplicating the role of cognitions 
in the aetiology of the condition, in conjunction with the 
irrposition (from externally or within) of strict and rigid dieting 
standards resulting in hypoglaecemia. Where the construct of 
restraint fits into an overall aetiological framework is yet to be 
determined.
E. Antecendants and Consequences of Binge-Eating
1. Antecendants
Although a number of authors (eg. Abraham & Beaumont, 1982; Ha^ d^Lns 
& Clement, 1980; Wilson, 1976) have referred to the multiple antecedents 
of binge-eating. Loro & Orleans (1981) are one of the few writers to 
have attempted a carprehensive analysis of the précipitants to bingeing in 
obese subjects. They have isolated the following key triggers;-
(i) anxiety and/or depression related to external stresses
(eg. pressure frcm school or work, or problems in personal 
relationships) in -the presence of deficient coping skills.
(ii) intierpersonal conflictis related to deficient assertion 
and interpersonal problem-solving skills.
(iii) irrational thinking, cognitive distortions and self- critical 
-thinking leading to negative feeling states.
(iv) hunger associated witdi. overly s-hrict dieting, and 
exhaustion resulting frcm s-trenuous exercise.
(v) obsessions and preoccupations with thoughts about food.
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(vi) frustration and disappointment frcm unrealistic 
weight-loss goals and expectations.
(vii) boredom resulting from unstructured time.
Interestingly, Loro & Orleans failed to find evidence that eating 
itself can be a trigger for a binge, an antecedant noted early in 
bingeing research by Hamburger (cited in Wardle & Beinart, 1981). 
Hamburger likened the phenomenon of binge-eating to the experience of 
alcoholics ^ ere previous ingestion of the forbidden substance results 
in further abuse. However, the research on restraint (eg. Herman &
Mack, 1975) found that in the laboratory high restraint subjects do 
counter-regulate (binge) after the consunption of relatively small 
amounts of food.
Gormally et al (1982) erphasise the importance of two cognitive 
factors as antecedants to binge-eating; they developed a Cognitive 
Factors Scale, vhioh measured two cognitive elements that they judged 
to be antecedant to binge-eating. The first was that bingers set 
very high standards for themselves vb.en. dieting, and the second was 
that bingers had low efficacy expectations (Bandura, 1977) of their 
ability to carry out a weight loss programme. They found a significant 
relationship between severiiy of bingeing problem (as measured ty their 
Binge Fating Scale) and the presence of strict dieting standards and 
lew efficacy to maintain a diet in their subjects. They argue that 
the strong relationship .between their Cognitive Factors Scale and the 
Binge Eating Scale provided sipport for extending Marlatt's (1979) 
cogni-tive model of relapse in alcoholics to binge-eating. "High
die-ting standards accompanied by lew personal efficacy tends to increase 
the likelihood of a slip in control vben a person confronts a "high risk"
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situation ... The binge-eater attributes the lapse of control to 
a lack of willpcwer ... Not only do high standards and low efficacy 
increase the likelihood of a binge but. also, the binge can reinforce 
the belief that even stricter ccntrols.are needed" (p. 51). Has^ c^ins 
& Clement (1980) also concluded that , excessive control of eating urges 
is likely to result in bingeing. "Thus, almost paradoxically, we may 
find more severe binge-eating problems coincident with more stringent 
attenpts at restraining eating behaviour". (p. 225)
Thus, it is apparent that obese bingers eat in response to a wide 
variety of cognitive, affective and situational cues. The author is 
aware however, of any systematic research that has examined whether 
particular antecedant factors cluster together in individual binges, 
or vbether some cues are triggering cues for sane bingers, \tole others 
are not. Neither has there been an attenpt to systematically relate 
the functional aspects of the binge (eg. • the amount eaten, the length 
of binge) to the type of antecedant factor. HWcins & Clement (1980) 
note in passing that -bhe amount eaten during a binge episode in their 
stu<^ was significantly correlated with the binge precipitant of "going 
on a strict diet", and this finding certainly warrants closer examination 
and extension.
2. CONSEQUENCES
Wardle & Beinart (9181) conclude in their review of binge-eating in 
. obesity that less emphasis is given to the emotional sequelae of 
bingeing in obese subjects than in normal and anorectic populations; 
however, Wërrauth et al (1977) report shame and guilt as characteristics 
of all their subjects regardless of weight, and Gormally et al (1982),
15 /
stunkard (1959, 1976) and Wilson (1976) note both severe guilt and 
self-condemnation in their obese patients.
Again, Loro & Orleans (1981) have produced a comprehensive analysis 
of the consequences of bingeing, and have isolated the following 
key consequences:
(i) relief from stress, anxiety, hunger and boredom
(ii) positive thoughts and feelings related to anticipating 
and ingesting preferred foods . (Loro & Orleans report 
that 57% of bingers enjoy the binge for at least some 
of the time)
(iii) positive social reinforcement and attention from 
significant others in response to the bingers' 
indiscretions
(iv) delayed negative psychological consequences of binge- 
eating (self-hate, anger, depression, self-punishment, 
self-contempt)
(v) rebellion against veight reduction regimen (whether self 
or externally imposed) ^^ch results in relief from the 
feelings of resentment that they feel being deprived of 
the foods "normal people eat"
Loro & Orleans argue that many of these consequences act as reinforcers 
for bingeing behaviour; it can thus be seen that the subjects' reaction 
to the consequences of bingeing. may not only reinforce the behaviour, 
but may also serve as antecedant triggers to the next binge.
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3. A COCmTIVE-EEmVIOURAL MODEL.CF BINGEING
Marlatt (1979) notes that a number of behaviours can be viewed as 
"addictive" including excessive drinking, smoking, substance abuse, 
cCTipulsive gambling and over-eating. He argues that the cognitive- 
behavioural determinants of addictive behaviours share many carman 
features, and in a carparative study of the determinants of relapse 
following a period of abstinence in alcoholics, herion addicts and 
smokers (Marlatt & Gordon, 1979) found, evidence to support this 
contention so far as these groups of addictive behaviours are concerned.
Marlatt & Gordon. (1979) proposed a cognitive behavioural model of the 
relapse process: the model applies to cases in vÆiich the individual
has made a commitment to a period of abstinence, following voluntary 
termination of the use of a substance such as alcohol or cigarettes, 
or vÆiere the individual sets a firm rule or set of rules governing any 
consurrption behaviour (eg. a dietaiy regime). Marlatt & Gordon, in the 
construction of this model, assume that the individual, vhile maintaining 
abstinence (or complying with other absolute rules governing behaviour) 
experiences a perceived sense of control over the target behaviour.
Ihe perceived sense of control continues until the individual encounters 
a high risk situation (see Figure I). A high risk situation is any 
event that threatens the individual's perception of control and increases 
the risk of potential relapse viz. the influence of another individual 
or grorp; intr^)ersanal emotions (both positive and negative) ; any 
external environmental event beyond the control of the individual.
The individual may experience an initial feeling of helplessness or 
powerlessness associated with the event.
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Whether or not a relapse occurs in a high risk situation depends 
largely on Aether the individual is able to execute an effective 
coping response, as an alternative to drinking/smoking/etc. in the 
high risk situation. If an effective coping response is used then 
the Individual probably regains a perception of control or mastery 
over the situation. Marlatt & Gordon argue that successful mastery 
of one problematic situation is often associated with an expectation 
of being able to copy successfully with the next difficulty. This 
expectancy is based on Bandura's (1977) concept of self-efficacy 
"the conviction that one can successfully execute the behaviour required 
to produce the outcomes ". Bandura argues that efficacy outcomes
determine people's choice of behavioural settings and activities, the 
amount of effort individuals will expend, and hew long they will 
persist in the face of obstacles. As the duration of abstinence 
increases, and the individual, copes successfully with an increasing range 
of high risk situations, perceived control and self-efficacy also 
increases, and the.probability of relapse correspondingly decreases.
However, if a coping response to a high risk situation is not performed 
(either because of a lack of the necessary skills, or because the 
individual fails to execute a skill in his/her behavioural repertoire), 
then a decrease in self-efficacy results, and is associated both with 
a decreased expectation of being able to perform adequately on subsequent 
occasions, and a perceived feeling of helplessness in the face of 
"tenptation".
Marlatt & Gordon's model also proposed that the likelihood of relapse 
is further increased if the individual has positive expectancies about 
the effects of the substance or activity involved (see Figure I).
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Expectations that, the substance or behaviour will increase feelings 
of self-control or personal power, based on past experiences of coping 
with stress, increases the probability of repeating that behaviour.
An initial use of the substance is the transgression of the absolute 
rule of abstinence, and Marlatt & Gordon's unique contribution to this 
area is the notion of a mechanism they call the abstinence violation 
effect (AVE).
The abstinence violation effect is a cognitive and affective reaction 
vhioh varies as a function of several factors:. the prior degree of 
effort or personal coranitment to maintain, abstinence; the duration of 
the abstinence period (longer duration being associated with greater 
effect) ; the overall value or irrportanoe. of. the behaviour to the 
individual involved.
Marlatt (1978) proposes two primary corponents of the abstinence 
violation effect. Firstly, a cognitive dissonance component 
(Festinger, 1964) in.\flhioh the behavioural act of eg. taking a first 
drink, is in direct conflict with the individual's self-image as an 
abstainer. Secondly, there is a personal attribution effect (see 
Eiser, 1980), in vÆiioh the individual attributes the "cause" of 
abstinence violation to internal veakness and/or personal failure.
"To the extent that the individual feels personally responsible for 
"giving in" and consuming that drink, attribution theory would predict 
that he or she would attribute this "failure" to internal, personal 
causes". (Marlatt, 1978).
The final factor proposed in the relapse process is the subjective 
effect of the substance as experienced by. the user. Marlatt & Gordon 
srggest that the biphasic effect of psyoho-active drugs results in an
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initial increase in physiological arousal, which may be relabelled 
by the user as an increased feeling of personal power or control.
"If this reaction occurs, the individual's prior feelings of decreased 
self-efficacy or personal powerlessness in the high-risk situation is 
strongly reinforced. Taken together, the cumulative effects of the 
A.V.E. coipled with the reinforcing perceived effects of the users 
response greatly increase the probability that the first slip will be 
followed by a full relapse or return to habitual patterns of use within 
a relatively short period of time". (Marlatt & Gordon, 1979, p.430)
4. FORMULATION OF THE INVESTIGATIŒ
There is little published about obese binge-eaters in Britain. This 
study is an attempt to investigate factors associated with this 
behaviour, drawing cn the results of erpirical work vhile at the same 
time investigating binge-eating as an addictive behaviour within the 
frame-work of Marlatt's model of relapse. It is further proposed to
investigate eating behaviour across time. Four major areas will be
explored:
(i) The first goal of the stuc^ will be to examine factors 
associated with binge-eating, such as age of onset, 
emotions associated with eating, the frequency of the 
behaviour and the topography of bingeing itself. This 
data will provide information about the degree to which 
the current sanple is typical of those binge-eaters 
reported in the literature.
(ii) The second goal of this stu^ is to generate preliminary 
information about eating patterns in obese binge-eaters.
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specifically eating behaviours associated vdth both 
bingeing and abstinence. There have, been no references 
at all in the literature to the patterns of eating 
adopted by binge-eaters, beyond a notion that they 
alternatively binge or starve.
(iii) The third goal of the study is to examine the
behavioural and cognitive sequelae of binge-eating 
in obese subjects within the framework proposed by 
Marlatt (1976 , 1979), by assessing, situational factors 
and coping strategies associated with this behaviour.
A fuller account of this process will be obtained by 
measuring restraint levels (Herman & Mack, 1975), 
standards of dieting and self-efficacy levels (Gormally, 
pers comm) and attributions of success and failure 
(Sonne & Janoff, 1979).
The general framework of Marlatt's model has been selected 
because of the unsupported references in the obesity and 
binge-eatnng literature (eg. Gormally et al, 1982) to the 
relevence of this model of relapse in alcoholism to the 
conceptualisation of the violation of self-imposed dietary 
standards. Despite these references, there are no reports 
in the literature of. a systematic investigation of binge- 
eating within this framework. Similarly the relationship 
of cognitive factors such as restraint, and attributicnal 
style to binge-eating have been assumed rather than 
systematically investigated, these assurrptions being based 
on results using laboratory populations.
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(iv) ïhe fourth goal is to elicit preliminary information 
about changes in the cognitions of self-efficacy and 
attributions of success and failure over time, and as 
they relate to the behavioural variable of the amount 
eaten.
Treatment reports (Chambliss & Murray, 1979 ; Condiotte 
& Lichtenstein, 1981; Di Clemente, 1981; Sonne & Janoff, 
1979) suggest that during successful treatment of addictive 
behaviours such as smoking and eating, changes in cognitions 
occur, specifically efficacy levels increase, and 
attributions of success becane self rather than other- 
directed. Theoreticians too. (Bandura, 1977; Bandura et 
al, 1980; Goldfriend & Robins, 1982) propose that changes 
in clients' self-schemata occur as the result of corrective 
experiences. However there has been little interest in the 
natural fluctuation of self-evaluative cognitions within 
subjects in association with, factors such as behaviour, 
coping strategies or situational. antecedants of behaviour; 
indeed the writer is unaware of any such investigations.
In addition to investigating these broad goals, the following hypotheses
will be tested:
(i) Situational determinants of bingeing will reflect the
pattern of situational determinants of relapse as reported 
by Marlatt & Gordon (1979) for other groips of addictive 
behaviours (ie. smoking, alcohol consumption, narcotic abuse),
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(ii) Subjects encountering high-risk situations (as determined 
by Marlatt & Gordon's, 1979, analysis) will be deficient 
in coping strategies either due to lack of skill, or 
because an existing skill is not practised.
(iii) A positive correlation will exist between the level of 
restraint in a given subject and severity of her binge- 
eating problem (Wardle, 1980), and a negative correlation 
between degree of obesity and level of restraint (Wardle 
& Beinart, 1981).
(iv) Perceived self-efficacy levels will fluctuate as a
function of success or failure to control eating behaviour 
(Gormally et al, 1982).
(v) There will be a tendency for subjects to attribute their 
failures . (ie. violating their eating standards) to 
personal weakness., and their successes (ie. maintaining 
their eating standards) to outside factors (Gormally et al, 
1982).
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CHAPTER TWO: METTHCD
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METHOD
1. SUBJECTS
A. Inclusion Criteria
Sixteen female subjects were included in the study; all fulfilled the 
following inclusion criteria:
(i) A minimum of 11% over ideal weight as calculated by the 
]yfetropolitan Life Assurance Tables.
(ii) More than twenty years of age, in order to include only 
subjects of adult status.
(iii) A binge-eating history of at least three months, and a
current frequency of bingeing of at least once per fortnight 
(in order to maximise the prcbability of subjects bingeing 
during diary-keeping).
(iv) A minimum of 1,000 calories was to be eaten during a binge 
(in order to decrease the subjective element in defining 
a binge).
(v) A binge-eating severity score of ^  25 on Gormally et al*s
(1982) Binge Eating Scale (this score representing a moderately 
severe binge-eating problem as assessed by the scale).
(vi) Not pregnant (as pregnancy has both physiological and 
cognitive effects on eating behaviour).
(vii) Not currently receiving psychological help for the eating
prcblem or receiving or about to receive radical medical or 
surgical help (eg. jaw-wiring) for the weight problem.
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Thirty-three further wanen volunteered, but were excluded frcm the 
stu<^ during preliminary screening for the follcwing reasons:
(i) - Tventy-seven scored less than 25 on the Binge Eating Scale. 
For the purposes of further analysis this groip is known 
as the 'Reject' groip.
The following wcraen fulfilled all renaining inclusion criteria; for the 
purposes of further analysis these wanen will ' be excluded.
(ii) IWo ate less than 1,000 calories during the eating episodes 
they classified as a binge.
(iii) One was accepted for radical surgery (a jejunoileal bypass 
operation) for massive obesity.
(iv) One became pregnant.
(v) IWo decided against further participation.
B. Characteristics of the Sample
The average age of the sixteen subjects included in the study was 
32.19 years (S.D. = 6.94, Range = 20 - 44 years). Average amount 
overweight was 39% (S.D. = 23.3%, Range = 15 - 90%).
Socio-economic (S.E.) grouping according to the Registrar General's 
Classification of Occupations was as follows:
S.E. Group I II III IV V
No. of Subjects 4 5 4 3 0
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The over-representation of S.E. Grorps I and II no doubt reflects 
the caiposition of the population in South and Pfest Surrey.
Fourteen subjects were married, and of these thirteen had children 
of under 16 years living at hone, viiile nine had children of less than 
5 years of age. Of the married subjects nine had part-time occupations 
(there was an almost equal division between those vh.o followed a previous 
profession and those vÆio had taken unskilled work), one worked full-time 
and four were full-time housewives. Five of the sixteen subjects were 
nurses (two full-time) and one was a student.
C. Recruitment
There was no attenpt made to recruit a representative sanple of bingers, 
as resources did not permit an epidemiological approach. Those subjects 
included in the study were recruited as follows:
(i) Four subjects referred themselves as the result of an article 
about the research, which invited those interested to contact 
the author. The article was published in a local weekly 
newj^aper, "The Surrey Advertiser" on 28.1.83 (see J^pendix 1).
(ii) Three subjects were referred directly to the author by their 
general practitioner.
(iii) Five were recruited frcm diet grorps attached to general 
practice surgeries.
(iv) TVo were referred by a dietician working at a general practice 
surgery.
(v) TWO were recruited frcm a carmercial diet groip.
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2. INSTRUMENTS
A Binge-Eating Scale (Gormally, Black, Daston & Rardin)
The Binge-Eating Scale of Gormally et al (1982) is the only instrument 
in publication that has been designed specifically to assess the severity 
of binge-eating in obese subjects (see i^pendix II). The scale was 
devised on the basis of the criteria, for bulimia described in DSM III 
(American Psychiatric Association, 1979) moderated and extended by the 
clinical experience of the authors. The group of sixteen characteristics 
includes eight vhich describe behavioural manifestations (eg. eating in 
secret; eating fast) and eight vhich describe feelings/cognitions (eg. 
guilt; preoccupations with restraint of. eating). The maximum possible 
score is 46: high scores are related to more severe binge-eating problems.
There has been no independent validation of this scale as yet, however 
despite this dravd^ ack the scale was preferred to other instruments that 
have been more extensively used in research (eg. The Eating Attitudes 
Test, E.A.T. , Gamer & Garfihkel, 1979). This preference was based on 
the applicability of the scale to the target population. The E.A.T. and 
most other scales in current use have been devised for either anorectic 
or mixed-weight populations, and are designed to assess both binge-eating 
severity, and other eating related behaviours vhich are not of irelevance . 
to this study.
Gormally et al described three levels of severity in their clinical 
population: none or mild problems; moderate problems; severe problems.
The scale was validated on two groups of subjects (N = 65, N = 47) who 
had previously been assessed as falling in one of the three severity groups. 
Those with severe eating problems had mean scores of approximately 30 viz:
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Group I: 28.9 (S.D. = 7.5), N = 14; Group 2: 31.3 (S.D. = 6.6),
N = 12. Those with moderate binge- eating problems had a mean score 
of approximately 20 viz: Group I: 19.6 (S.D. = 6.7.), N = 40;
Group 2: 21.1 (S.D. = 7.0), N = 21. Given the overlap of scores
between the moderate , and severe groups in Gormally et al's sample it 
was decided that a cut-off point of 25 should be used in the selection 
of the current sanple (those scoring^ 25 to be included, those scoring 
625 to be excluded), thus ensuring that subjects would be classified 
as moderately severe by the standards of the authors of the scale.
One further possible problem with this scale was anticipated: viz that,
as with any instrument of American origin, it may not be directly 
translatable to the experience of. British subjects. However, on 
inspection there seemed to be no evidence to suggest that British subjects 
would fail to catprehend the questions.
The scale was used for screening purposes in this study; as it is self­
scoring it was ideally suited for administration to large groups of 
subjects v^o were being screened for possible inclusion in the study.
It took approximately 15 minutes to carplete, and scoring instructions 
were easily understood, by most subjects.
B. Restraint Scale (Herman & Polivy)
The revised Restraint Scale (Herman & Polivy, 1979) is a twelve item 
questionnaire developed to assess individual levels of restraint or 
chronic dieting (see i^pendix III). The maximum possible score is 35, 
and hi^ scores represent high restraint levels. It was originally
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designed by Herman & Polivy (1975) and used extensively in their work 
on the laboratory phencanenon.of restraint (see above). The revised 
scale was developed following psychcmetric analysis of the original 
questionnaire (Polivy, Howard & Herman, cited in Herman & Polivy, 1979) 
in vhich it was revealed that ten of the items included in the scale 
contributed strongly to the reliability of the questionnaire. Currently 
then, items 2 and 11 of this twelve-item scale are not scored.
There is no definitive score that distinguishes high and lew restraint 
subjects. Most authors (Frost et al, 1982; Herman & Polivy, 1975;
Herman et al, 1978; Spencer & Fremouw, 1979) differentiate the two 
groups by assigning subjects above and below the median split of scores 
for any given investigation. This apparently arbitrary method of 
assigning subjects seems to be an artefact of the methodological 
requirements of the laboratory investigations for i^ch the scale has 
been used. For the purposes of the current investigation however this 
issue is of academic interest only, as the purpose of using the restraint 
scale with this population is to assess Aether there is a correlation 
between level of restraint and severiiy of binge-eating in obese subjects. 
Wardle (1980) found evidence of such a relationship in a group of mixed 
weight student subjects.
Although the Restraint Scale is well validated in laboratory settings, 
there has been no equivalent validation in natural or clinical populations, 
vhich is a disadvantage of the scale. However, the concept of restraint 
is widely used and.it is anticipated that this stu^ will throw further 
light on the relatioiship between it and binger-eating.
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c. Graylingwell Life Questionnaire
A shortened version of the above life questionnaire was used in order 
to obtain demographic information on all potential subjects (see %>pendix IV)
D. Cognitive Factors Scale
The Cognitive Factors Scale (Gormally, pers. caim. ) is a 5 point 
Lickert-type scale developed to appraise vhether persons had unrealistically 
high dieting standards or lew efficacy expections for sustaining a diet 
(see 2^pendix V). It represents one of the few atterrpts to ccnstmct 
a self-scoring efficacy questionnaire for clinical use; the internal 
consistency of the score was moderately high (oC= .85) (Gormally et al,
1982). Although there has been no independent validation of the scale, 
Gormally et al found a significant correlaticm between the Cognitive 
Factors Scale and the Binge Eating Scale.
The purpose of using the scale in this study was to attenpt to validate 
and replicate Gormally et al's (1982) finding of a positive correlation 
between binge-eating severiiy and the Cognitive Factors Scale. Part 
of the scale was also used to elicit information about changes in efficacy 
levels over time and across behaviours (see below).
E. The Eating Profile
The Eating Profile (see Appendix VI) is closely modelled on the Drinking 
Profile developed by Marlatt (1976) as a behavioural assessment of 
alcoholism. Marlatt (1973, cited in Marlatt, 1976) originally used 
the questionnaire in a research study designed to evaluate the effectiveness 
of aversive ccnditicning treatment procedures with chronic male alcoholics. 
The updated version can be used with both male and female alcoholics, 
or problem drinkers of any age (Marlatt 1976). Although the Drinking
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Profile is frequently cited by Marlatt and his co-workers (eg. Marlatt, 
1979; Marlatt & Gordon, 1979) no reference is made to validation 
studies. Hoæver, as the Profile is a behavioural rather than a 
diagnostic instrument this is not considered a serious weakness by 
the current author.
The Eating Profile was developed for the purpose of this study in 
order to replicate as closely as possible Marlatt's cognitive/behavioural 
analysis of alcdiolism; . it was used in close conjunction with the 
Binge Eating Questionnaire, also developed by the author (see below). 
Sections of the Drinking Profile armitted include Motivational 
considerations with respect to treatment, and much of the Identification 
material in Section I, i^ch had already been collected by using the 
Shortened Graylingwell Life Questionnaire.
The Eating Profile is organised into ei^t sections ; the development 
of the binge-eating problem; current eating patterns; factors (eg. 
emotions) associated with bingeing; periods of dieting; food preferences; 
circumstances of bingeing; reasons for bingeing; eventual outcome 
preferences. The Eating Profile is administered in the form of a 
structured interview (as is the Drinking Profile) and takes approximately 
one hour to administer. Several items require the use of a "card-sort" 
procedure, in Wiich the subject is asked to sort, and order responses 
which are presented on 5 x 3 cards (see sections E, F & G).
Scoring of the Eating Profile also reflects scoring of the Drinking 
Profile; many of the items are quantitavely specific and analysis is 
straightforward. The open ended questions can be assigned to categories
based on content analysis (Marlatt & Gordon, 1979).
F. The Binge-Eating Questionnaire
The Binge-Eating Questionnaire (see i^ jpendix VII) is also closely 
modelled on Marlatt's work (Marlatt & Gordon, 1979) and was developed 
in order to replicate his analysis of the circumstances, ccping 
strategies and cognitions associated, with the most recent major relapse 
(binge).
Hcwever, there are three novel features in this questionnaire vhich are 
not included in Marlatt*s analysis: firstly, information was elicited
about the circumstances, coping strategies and cognitions associated 
with a "slip" (a minor diet violation vhich did not result in later 
bingeing). Questions about this behaviour were included because the 
author was interested in establishing whether subjects who binge can 
break their diets without bingeing, and if so under vhat circumstances 
the Abstinence Violation Effect hypothesised by Marlatt (1979) and 
Gormally et al (1982) does not operate. Secondly, information was 
elicited about the circumstances, coping strategies and cognitions 
associated with an occasion on vhich the subject considered bingeing, 
but did not do so. Questions about this behaviour were included 
because there is little information published about the circumstances 
associated with the decision not to binge - most studies are concerned 
with precipitating rather than possible protective factors. Lastly, 
questions designed to elicit attributions of success and failure to 
self or circumstances were included in each section (after Seligman, 
1978).
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The Binge-Eating Questionnaire is administered in the form of a structured 
interview, and takes approximately half an hour to administer. Scoring 
of antecedents to behavioural, episodes is in accordance with Marlatt 
& Gordon's (1979) categories for classification of relapse episodes 
(see ^ pendix IX). Scoring of coping strategies is on the basis 
of vùether or not a coping strategy was used. Other items are 
quantitavely calculable and analysis is straightforward.
G. . The Eating Diary
The Eating Diary is an instrument developed specifically for this 
study, using questions adapted frcm the Cognitive Factors Scale, the 
Eating Profile and the Binge Eating Questionnaire (see Appendix VIII).
The purpose of the Eating Diary is to examine patterns of eating behaviour 
and associated cognitions (efficacy, attributions of success and failure) 
over time. It also affords an opportunity to elicit repeated measures 
of the situational antecedants , coping strategies and consequences of 
eating behaviours.
Each day of the Eating Diary is organised into five sections - A, B, C, 
D, and E. All subjects are required to answer section A each day, plus 
one further section. Eating behaviour during the day determines \Æiich of 
the remaining sections is ccnpleted.
Section A is concerned with general factors associated with eating 
behaviour (eg. amount eaten) and with assessing efficacy levels. Five 
of the seven efficacy questions frcm Gormally's Cognitive Factors Scale 
are included; questions eliciting state cognitions are omitted, Turtle
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those eliciting trait cognitions are included. By this means, it 
is estimated that changes elicited will be of greater significance and 
interest.
Sections B,C,D, and E are organised to elicit information about 
different kinds of eating behaviour: questions relate to the
situational antecedants to eating, coping strategies used, and 
attributions relating to success and failure. The sections are 
mutually exclusive of one another and are completed as follows: 
section B is completed Wien the subject had no thoughts of breaking 
her diet that day; section C is completed if the subject thought about 
breaking her diet but did not do so; section D is caipleted in the 
event of the subject committing any violation except a binge; section E 
is completed if a binge has taken place.
Scoring of the Eating Diary is congruent with that of the original 
instruments from which questions were ad^ xted. It is designed to be 
completed in the late evening of fourteen consecutive days; it is 
anticipated that approximately 15 minutes per evening would be required 
to complete the two sections.
3. PROCEDURE
A. Recruitment of Subjects
It was initially anticipated that all subjects would be recruited as 
a result of the article published in the Surrey Advertiser on 28.1.83. 
However, there vere only four replies to the article, and although all 
these subjects were finally accepted into the stuK^ , it was necessary
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to e^^lore other sources for the remaining subjects.
Contact was made with five local general practice su2?geries vho consented 
to their obese female patients being screened for possible inclusion 
into the study. Access , to patients was either through direct referral 
via the general practitioner; through direct referral through the 
practice dietician or by screening of practice-based diet groi:ps. In 
all cases an initial introductory contact was made by a practice 
representative. A further ten subjects were recruited by this means.
Finally a cotmercial diet groi:g) attended by one of the subjects was 
approached, and agreed to allow screening of potential subjects. As 
with other diet groiç>s mass-screening took place on the night that the 
group met. Two subjects were recruited by this means.
B. Screening of Potential Subjects
Potential subjects were intially screaied at their diet group meeting/ 
or at hone if preferred,by self, dietician or general practitioner.
One subjecb was seen at the university for screening and on all 
subsequent occasions.
Prior to the caipletion of any instruments the author explained to 
potential subjects that the study was concerned with the problems 
of obese binge-eaters, and gave assurance of confidentiality. The 
extent of future participation was also e^^lained at the intial meeting.
All potential subjects (ie. obese women vho were 20 years and not 
pregnant) ccnpleted the Binge Eating Scale, the Restraint Scale and 
the Shortened Graylingvell Life Questionnaire. The latter two
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instruments were administered at this stage in order to obtain sane 
preliminary information on restraint and demographic differences 
between subjects # 1 0  had a relatively severe binge-eating problem, 
and those ^ o  did not.
Subjects vho scored at or in excess of 25 points on the Binge-Eating 
Scale were contacted by telephone. After establishing that they 
binged more than once per fortnight on a minimum of 1,000 calories, 
subjects were invited to participate in the ranainder of the study
An arrangement was then made for the author to visit each subjects* 
hone one to two ^ eks. hence. Subjects were requested to adhere closely 
to their chosen diet during the intervening period in order to counteract 
sane of the potential reactive effects of diary-keeping.
C. Cognitive-Behavioural. Assessment
During this interview, Wiich usually lasted 2 - 3 hours, subjects 
carpleted the Cognitive Factors Scale, The Eating Profile and the 
Binge-Eating Questionnaire. At the end of this session subjects were 
given two booklets, each of v^ch contained one week's diary. A 
detailed explanation was given of hew to ccmplete the diaries, and 
subjects were encouraged to telephone the author at home in the event 
of any difficulties in filling them out. An appointment was made to 
collect the diaries soon after caipletion. Each subject was telephoned 
within . three to five days of starting the disry to give encouragonent 
and to discuss any problems with diary-keeping.
On collection of the diaries, an appointment was made with each 
subject to give feedback on the research and to discuss strategies of
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overcoming the bingeing problem.
D. Feedback
Fifteen of the sixteen subjects were given feedback, usually about 
two weeks after collection of the diaries. Feedback lasted one to 
two hours, and an atterrpt was made to explore each subjects' problem 
and to discuss strategies for self-help. Six subjects were subsequently 
referred to local psychologists for treatment of innge-eating and 
related problems.
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RESULTS
1. INFORMATION FROM INSTRUMENTS
A. Binge-Eating Scale (BES)
B.E.S. scores are summarised in Table 1 for subjects, N = 16, and 
rejects, N = 27 (assignation to the two groups being determined by 
a split of those scoring ^  and 4. 25 on the B.E.S. ). The maximum 
possible score on the B.E.S. is 46.
Mean S.D. Range
Subjects (N = 16) 31.44 4.95 25 - 42
Rejects (N = 27) 15.30 6.77 3-24
Table 1 ; jyfeans, standard deviations and range scores on the 
B.E.S. for subject and reject groups
^ight distributionv/of those scoring ^  25 and ^  25 on the B.E.S. is 
sunmarised in Table 2. Subjects scoring ^  25 on the B.E.S. VBre 
significantly heavier than those scoring < 2 5  (t = 2.62, df = 41, 
p < 0.05).
A positive correlation between degree of obesity and score on the B.E.S. 
was found (z = 2.83, p < .01). However, the relationship be-bæen 
increased weight and high B.E.S. scores failed to hold ^ en calculated 
for those scoring in excess of 25 points.
Those scoring < 25 on the B.E.S. were found to.be slightly older than 
those with higher scores (see Table 3). However, the difference between
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the means was not significant.
TABLE 2
V3EIGHT DISTRIBUTION : SUBJECTS (N=16) AND REJECTS (N=27)
Percentage Overv^ight
10-24 25-39 40-54 55-69 ^70 Mean S.D. t P
Subjects: Scores 
of ^ 25 on B.E.S.
37.5 25 0 31.25 6.25 39% 23.3
2.62 .05
Rejects: Scores 
of ^ 24 Œ 1 B.E.S.
63 22.2 14.8 0 0 25% 13.9
TABLE 3
AGE DISTRIBUTim : ALL SUBJECTS (N=16) AND REJECTS (N=27
AGE (years)
20-24 25-29 30-34 35-39 ^ 40 jyfean S.D. t P
Subjects: Scores 
of ^ 25 on B.E.S.
18.75% 18.75% 18.75% 31.25% 12.5% 32,19 6.94
1.59 NS
Rejects: Scores 
of 6 24 on B.E.S.
14.8% 3.7% 22.2% 33.3% 25.9% 36.18 8.25
There was a slight, but non-significant, correlation between the number 
of binges subjects reported during diary-keeping and their score on the
B.E.S. (r^  = 39, NS).
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B. Restraint Scale
Scores for subjects and rejects are sunmarised in Table 4. The 
maximum possible score on this scale is 35.
A significant difference (t = 3.60, df. = 41, p =<( .002) was found 
between those scoring- 25 and those scoring < 25 on the B.E.S.
Restraint Score Mean S.D. Range t p
Subjects (N=16) 25.75 3.60 19-32
3.60 .002
Rejects (B^ 27) 21.15 4.15 14.31
TABLE 4; jyfeans, standard deviations and ranges of restraint scores 
for subjects and rejects
The distribution of restraint scores is presented in Table 5
Restraint Score <14 15-19 20-24 25-29 ^ 0
% of Subjects 
(N=16)
0 6.25% 31.25% 50% 12.5%
% of Rejects 
(N=27)
3.7% 33.3% 44.4% 14.8% 3.7%
-  -
TABLE 5; . Distribution of Restraint Scores, for subjects and rejects
When subjects and rejects pooled a significant positive correlation 
(z = 4.06, p ^ .002) was found between B.E.S. and Restraint Scale Scores. 
There was also a positive relationship between Restraint Scale Scores and 
degree of obesity when subjects and rejects were pooled. However, the 
correlation just failed to reach significance (z =1.77, p 4 0.1)
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c. Cognitive Factors Scale
Cognitive Factors Scale (C.F.S.) scores are sumnarised in Table 6. 
High scores are associated with strict dieting standards and lew 
efficacy levels.
TABLE 6; Means and S.D. *s for the Cognitive Factors Scale
and its two catponent elements (standards & efficacy)
-
Maximum Possible Score Mean S.D. t p
Full scale score 
(N=16)
56 34.5 8.52 — —
Dieting Standards 
Score
28 15.86 5.46
1.5 N.S.
Self-efficacy
score
28 18.63 4.23
The difference between the means of the two coiponent scores (standards 
and efficacy) was not significant (t = 1.5 df =30). However, when 
individual scores were examined, it was found that there was no 
correlation between carponent scores, and that subjects who had high 
efficacy scores (representing a low level of efficacy) did not 
necessarily set themselves high standards ^ en dieting.
There was no correlation found between subjects' scores on the Cognitive 
Factors Scale and scores on the B.E.S- as had been reported by Gormally 
et al (1982). Neither was there a correlation between the Cognitive 
Factors Scale and the reported frequency of bingeing during diary-keeping.
Interestingly, there was an inverse correlation between subject's scores 
on the Cognitive Factors Scale and their scores on the Restraint Scale; 
however, the relationship was not quite significant (r^  = - 0.471, p^O.l)
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D. Analysis of Sub-Groups
A post-hoc analysis of frequency of bingeing during diary-keeping 
revealed that subjects could be sub-divided into three groups for the 
purpose of more detailed analysis: severe bingers ie. those v^o
binged more than once per veek 3 times during diary-keeping) ; 
moderate bingers ie. those vho binged more than once per fortnight 
( ^ 2 times during diary-keeping) ; constrained bingers ie. those 
vho did not binge at all during diary-keeping. A summary of the
scores of the three sub-grorps on the B.E^S., the Restraint Scale 
and the two ccmponŒits of the Cognitive Factors Scale is presented 
in Table 7.
There was no significant difference between those subjects vÆio binged 
and those who did not on their scoring on the B.E.S.; however the differ­
ence between severe bingers carpared with constrained bingers was nearly 
significant (t = 2.02 p < 0.10 df =9).
There was a significant difference between the score of the Efficacy 
Carponent of the Cognitive Factors Scale of moderate and constrained 
bingers: moderate bingers having lower efficacy levels than constrained 
bingers (t = 2.867 p < 0.05); however the difference between the means 
of severe and moderate bingers was not significant.
There was no significant difference between the sub-groips* mean scores 
on the dieting standards carponent of the Cognitive Factors Scale.
2. DEVELOPMENT OF THE EATING PRQBT.FM (SOURCE: TEE .EATING PROFILE)
A. Dieting History
Subjects reported that a subjective awareness of the need to diet was
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TABLE 7; Catparison of Subjects Across Binge Frequency (as recorded 
during diary-keeping) *
All subjects 
(N=16)
Subjects 
bingeing ^  3 
times during 
diary-
keeping (It=5)
Subjects 
bingeing ^  2 
times during 
diary-
keeping (N^ 6)
Subjects 
not bingeing 
during 
diary-
keeping (R&=5)
Binge Eating 
Score (maximum 
score = 46)
31.44
(S.D.=4.95)
32.6
(S.D.=3.29)
32.8
(S.D.=7.36)
28.6
(S.D.=2.88)
Restraint Scale 
(maximum score 
= 35)
25.75
(S.D.=3.60)
26.4
(S.D.=4.16)
25.3
(S.D.=3.61)
25.6
(S.D.=4.21)
Dieting Efficacy 
carponent of 
C.F.S.
(maximum score 
= 28)
18.63
(S.D.=4.40)
17.8
(S.D.=6.53)
23.3
(S.D.=3.25)
17.6
(S.D.=3.29)
Dieting Standards 
Carponent of 
C.F.S. (maximum 
score = 28)
.
15.86
(S.D.=5.460
12.8
(S.D.=6.84)
17.2
(S.D.=4.66)
17.4
(S.D.=5.13)
*A11 scores are mean scores
coincident with the first atteipt to diet; the mean age for initial 
dieting attempts was 17.3 years (S.D. =5.38 years). When the subject 
group was broken down according to bingeing frequency during diary- 
keeping, it was found that those subjects with severe bingeing problems
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reported earlier initial dieting attenpts (mean age, 14 years,
SD = 4.69) than either those with, moderate bingeing problems 
(mean age = 16.5 years, SD = 4.06) or those vho constrained their 
binges (mean age = 21.6 years, SD = 5.90) . The difference between 
the mean age for those bingeing 3 times during diary-keeping and 
those not bingeing at all was significant at the p< .05 level (t = 2.26). 
Subjects' weight at the initial diet.attenpt was recorded but as these 
weights were often pre-adult, they were not felt to be a reliable 
indicator of initial degree of obesity.
Subjects reported that they had approached a wide selection of agencies 
for help with their weight problem. 94% had approached their general 
practitioner; 63% had attended .Vfeight-Watchers; 38% had attended each 
of the following grorps: Slimming Magazine Clubs; Silhouette; Wëight-
guard; and G.P. based diet groups. Small numbers had also attempted 
to lose weight with the help of a hypnotist, a health farm, a dietician 
or friends.
Reports of the methods used for v^ght-reduction reflect both the extent 
of the variety of methods, and the changing history of fashions for 
particular weight-loss programmes. All subjects reported calorie- 
counting at sane stage in their dieting,history; 63% had followed the 
diet formulated by Vfeight-Watchers.; 32% had used appetite suppressant 
tablets prescribed by their G.P; 32% had followed a low carbohydrate 
diet; 25% had used the Mayo Clinic diet, and 25% had used special 
slimming preparations (eg. Limmits, Ayds). The "F" Plan Diet, lo^fat 
diets, the Scarsdale Diet and staivation had each been attempted by 19% 
of subjects. Small numbers had followed same of the more idiosyncratic 
diets such as the Banana Diet, the Grapefruit Diet, or Liquid Diets. Only 
13% of subjects said they had attempted to lose weight by exercise programmes,
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However, despite these sometimes heroic attempts at weight-loss, 
only 56% of subjects had ever reached their goal weights (ie. the 
weight defined as correct for their height, age and skeletal build 
by relevant tables). While 80% of constrained bingers had reached 
their target weight, only 33% of moderate and 60% of severe bingers 
had done so. There was no difference between the age at initial 
diet attsipt of those vÆio had not reached their goal weight (mean =
16.14, SD = 6.70) and those vho had reached it at seme time (mean =
18.0, SD = 4.09), neither was there any difference in scoring on the
B.E.S., the Restraint Scale or the Cognitive Factors Scale.
B. Bingeing History
A substantial number of years elapsed for most subjects between their 
first attenpt to diet and their first experience of bingeing. (mean = 
7.44 years, SD = 4.04). This held time across all levels of severity 
as determined by the number of binges during diary-keeping. However, 
it is worthy of note that a mean of 7.44 years masks the fact that for 
three bingers dieting and bingeing \ære closely coincident, while for 
one binger, sixteen years elapsed between the two events. No subject 
reported that bingeing had preceded dieting.
The range of bingeing duration was from one year to 20 years (mean = 7.44, 
SD = 5.49). Those subjects with severe bingeing problems (as determined 
by diary-keeping) had been bingeing for longer than either of the other 
groups. (Severe grorp: mean =11.6 years, SD = 7.89; moderate group:
mean = 6.83 years, S.D. = 3.23; constrained group: mean = 3.8. years,
SD = 2.59). The difference between the means of the severe and 
constrained groups was significant (t = 3.64, p < .01).
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Subjects reported that they were currently significantly heavier than 
they had been when they had started to binge. tfean percentage over­
weight when bingeing first occurred was 25.81% (SD = 16.01), caipared
with a current mean percentage overweight of 39% (SD = 23.29, t = 3.69, 
p < .01).
When asked whether they could recall particular events that had 
precipitated initial bingeing behaviour, 38% responded negatively; 32% 
reported that they had started to binge when at heme with very young 
children, or as the result of being a "bored housewife"; 13% reported 
family/marital problems as a precipitator, one subject said she had 
started on relinquishing smoking and one subject said that bingeing and 
dieting had both resulted from excess weh^t gain after starting to take 
the contraceptive pill. One subject had initially binged in response 
to an experience perceived as positive - the decision to have a family. 
Subjects reported that they could identify the onset of bingeing as 
being a time when they started to feel out of control of their eating 
behaviour.
3. ANALYSIS OF .THE EATING. PROBLEM (SOURCE: TEE EATING PROFILE)
A. Current Eating Pattern
Subjects recalled the pattern of their eating over the past two months 
as follows: 13% reported a starve/binge cycle;. 25% said they had
followed a strict diet (450 - 1300 calories) interrupted by binges;
31% said they had followed a diet of 1350 - 2,000 calories interrupted 
by binges; 25% had eaten what they wanted and also binged, while one 
subject reported that she had consistently overeaten as well as binged. 
There was no relationship between these reported eating behaviours and
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subjects' scores on the Cognitive Factors Scale, or the B.E.S.; 
however, there was a difference between the mean Restraint Scale scores 
of those who dieted (N = 11, X = 26.72, SD = 3.46) and those who did 
not (N = 5, X = 23.0, SD = 2.03) Wiich only just failed to reach 
significance (t = 2.03, p < 0.1).
When asked to estimate the frequency of bingeing prior to keeping the 
diary, 19% of subjects stated that they binged daily; 50% that they 
binged more than once per week; 19% thay they binged weekly and 13% 
that they binged approximately once per fortnight. Subjects consistently 
overestimated the frequency of bingeing carpared with the nuriber of 
binges reported during diary-keeping. However, the magnitude of the
overestimation was similar for all subjects, so that those who did not 
binge during diary-keeping were those .'vho had previously estimated 
fewest binges, \^le those who binged ^3 times during diary-keeping 
had estimated the most.
When asked about the length of an eating binge, 75% reported that their 
binges lasted for less than two hours, with .31% reporting binges of 
approximately quarter of an hour.. . However, 25% of subjects reported 
going on extended binges of several hours.
The card-sort (Eating Profile, 2^pendix) of foods eaten during a binge 
revealed that while 54% of foods eaten were high-carbohydrate, caivenience 
foods, subjects also consumed high levels of fats and proteins. 86% 
of the foods eaten did not require any preparation, and could either 
be eaten directly after purchase of fran the refridgerator or cupboard.
Two subjects reported that they drank considerable quantitites of 
alcohol in conjunction with a binge.
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There was a strong association between the foods that subjects 
forbade themselves while dieting and those that they binged on; 72% 
of foods consumed during a binge were normally forbidden during dieting. 
57% of the binge foods were favourite, forbidden foods, while 15% were 
forbidden foods that the binger did. not particularly care for.
Conversely, subjects rarely binged on foods that they allowed themselves 
whilst dieting; only 21% of foods allowed on diets were consumed 
during binges. This may be related to the fact that subjects reported 
that they did not parti'cularly like 48% of the foods which they allowed 
themselves whilst dieting. Thus these subjects depicted an eating 
pattern of dieting which consisted of allowed but not particularly liked 
foods, broken by binges which consisted of forbidden, favourite foods.
Only two of the sixteen subjects reported attempts to neutralise the 
effects of bingeing. One vomited after binges, while the other took 
laxatives. Both subjects had severe bingeing problemis as determined 
by the frequency of bingeing during diary-keeping; . both had B.E.S. scores 
of 31 (X for all subjects = 31.4) . The Restraint Scale score for the 
vaniter w^ as 31 and for the laxative abuser 24. (mean for all subjects = 
25.8); the Cognitive Factors Scale scores WTere respectively 15 and 44. 
(mean for all subjects = 34.5). They were both wcmen who were not 
particularly obese (15% and 20% respectively) and they wjere the only two 
subjects to report particularly difficult relationships WTith their 
families of origin, particularly their mothers.
B. The Wider Context of Bingeing
The social context of bingeing was consistent for all subjects - nearly 
all binges tock place in the heme while the subject w/as alone (or in the 
presence of very young children). However, 44% of subjects reported that
49
they scmetimes binged whilst driving and 31% reported that they 
sanetimes binged at work. Very occasionally subjects reported 
that they binged at someone else's hone, at a social occasion or 
out of doors. 31% of subjects reported that they sometimes binged 
in front of their hui^and or boyfriend (the remainder indicating 
that they would never consider letting their husband or boyfriend 
see); 31% binged with relatives (very often a sister) and 19% binged 
occasionally with female friends. All subjects reported that they were 
embarrassed about and ashamed of their eating behaviour, and for a 
minority it was a closely guarded secret.
Ansv^rs regarding the effects of bingeing on subjects ' lives can be 
divided into two categories: firstly, the effect on the subject as
an individual, secondly, the effect on the subjects' social functioning. 
Firstly, 50% of subjects reported that their bingeing behaviour was 
currently the main cause of their obesity and that it was therefore the 
primary reason they had to diet; 31% of subjects said that they felt 
unable to join in family activities (eg. swimming) because they were 
self-conscious about their weight; 25% of subjects reported that their 
bingeing behaviour considerably lowered their self-esteem, and 18% 
said that bingeing was interfering with their relationship with their 
husband/boyfriend.
88% of subjects reported that their bingeing behaviour affected their 
social lives. The degree to wdiioh social functioning w/as affected 
varied between subjects : 19% of subjects stated that they would not
eat in front of adults who were not members of their family; this 
prevented them from entertaining friends at home or going to their 
houses or to restaurants. The remaining subjects reported that they
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were embarrassed about, going out, but that they would attempt to do 
so, unless feeling depressed.
Subjects had considerably more difficulty in defining any positive 
role that bingeing may have in their lives, than in delinating the 
problems that resulted, frcm it, and this question more than most 
prompted discussion and for seme, insight. 44% of subjects reported 
that bingeing comforted them and . acted as a reward; 44% reported that 
bingeing reduced tension, and a further 13% saw it as an alternative 
ohannel for anger; 18% reported that bingeing helped to prevent or 
control depression; 13% recognised that bingeing resolved the 
hypoglaecemia resulting from overstrict dieting, wAiile one subject said 
that bingeing enabled her to procrastinate and avoid unwanted chores.
C. Emotions Associated, with Eating Behaviour
The card-sorts of emotions related to. different eating behaviours yielded 
individual scores on five dimensions as designed by 24arlatt. These 
were: 1). negative feelings of anger/frustration; 2). negative feelings 
of anxiety; 3). negative feelings of self-withdrawal and negative self­
esteem; 4). positive feelings of tension reduction; 5). positive 
feelings related to being socially outgoing and . having positive self­
esteem. Scores for each subject were obtained by asking her to recall 
emotions before bingeing; during bingeing; after a slip (a single 
diet violation w^ich had not led to a binge) and wÆiile dieting. The 
results in Table 8 indicate the frequency with wAiich subjects sorted 
each category of emotion for a given behaviour. Chi-squared's were 
calculated across each rcM (to compare feelings across behaviours) 
and down each colunn (to compare emotions with each behaviour).
The results wAioh are highly significant are also presented in Table 8.
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Significant differences were found between the pattern of emotions 
subjects reported while dieting carpared with those reported a) after 
a slip {y? = 111.8 df = 4 p < .001); b) before a binge = 119.9
df = 4 p <^ .001) and c) during a binge (JC^  =87.9 df = 4 p ^  .001). 
These differences indicated that while subjects were dieting they 
experienced significantly less negative feelings of anger and anxciety 
and negative self-esteon and significantly more positive feelings with 
respect to tension reduction and positive self-esteem. There was also 
a significant difference, reported between the pattern of emotions 
experienced before bingeing and after a slip CX =87.9 df. = 4 p < .001) 
indicating that subjects felt less angry.,. anxcLous and socially-withdrawn 
but at the same time more tense after, a slip than before a binge.
There v^e no other significant differences reported for these emotions.
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4. PATTERNS OF EATING (Source : The Eating Diary)
Eating behaviour during diary-keeping is sunmarised for all sub-groups 
in Table 9, as are the results of t - tests.
TABLE 9 : Eating Behaviour during Diary-Keeping; All sub-groups
Severe
Bingers
(n=5)
Moderate
Bingers
(n=6)
Constrained
Bingers
(n=5)
All Subjects 
(n=16)
Number of days Mean 
when there wzas « p. 
no diet 
violation
4.00 (1) 
(2.00)
5.83 (3) 
(2.23)
7.40(4)
(4.22)
5.75(8) 
(3.07)
Number of days Ifean 
when there _ ^  
wvere one or 
several diet 
violations
3.60 (2) 
(1.95)
4.17
(2.23)
4.80 (5) 
(2.78)
4.18
(2.23)
Number of days Mear 
when there g ^  
wvere major 
diet violations 
or binges
6.40 (1)
(2.61) g)
(7)
2.83 (3) 
(1.47) (6)
1.40 (4)
(1.02) (5) 
(7)
3.50(8)
(2.70)
t, significant at the p ^ .01 level: (2), (4) , (7) 
t, significant at the p (.05 level: (1) , (3), (5), (6), (8)
These results demonstrate that severe bingers caimitted significantly 
more major diet violations than either moderate bingers (t= 2.88 p <.05) 
or constrained bingers (t = 3.95 p<,,0]).
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Severe bingers ccmmitted major diet violations significantly more 
frequently than they did moderate violations (t = 3.56 p < .01), 
and had significantly fev^ days with no diet violations than days 
on which they caimitted major violations (t = 3.17 p < .05).
Moderate bingers, by contrast had significantly more violation-free 
days than days on which they caimitted major violations (t = 2.79 
p < .05). Constrained bingers had more violation-free days than either 
days when they caimitted moderate violations ( t = 2.90 , p < .05) or 
days when they committed major violations (t = 3.25 p < .01). As 
a total group, subjects committed major violations significantly less 
often than they committed no violations (t = 2.23 p (.05).
The diary exerted differential reactive effects on subjects. While 
all subjects were conscious of recording their behaviour daily, some 
subjects (B's 3, 12, 13, 14 and 15) began their diaries with major 
diet violations or binges, while others felt constrained by record- 
lœeping (eg. S.2 and S.8) Only S. 16 reported that she had felt 
sufficiently disturbed by having to. record-her eating behaviour, 
that she delayed starting the diaiy for three days, while she attempted 
to control her eating.
Table 10 presents each subjects' eating behaviour over the two-iveek 
record-keeping period. Inspection of this table reveals considerable 
variation between subjects regarding the existence of a definable eating 
pattern. Subject 1 dsnonstrated ..a clear oyclical pattern of eating 
where a binge w/as followed by abstinence, and then subsequent minor 
diet violations built up to further bingeing, a few days later. Subject 
12 also revealed a oyclical pattern, but one in which several major 
diet violations w^ ere followed by a binge, which WTas immediately followed
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TABLE 10; Subjects' P attern  o f Eating over Two-Week D iary Period
DAY NO. TOTALS
Subject
No.
D1 D2 D3 D4 D5 D6 07 08 09 DIO Dll D12 D13 D14 1 2 3 4 5 6
S.l 4 4 6 6 1 3 3 5 6 6 1 3 3 6 2 0 4 2 1 5
S.2 3 1 1 1 1 2 5 1 3 6 5 5 ill ill 5 1 1 1 3 1
S.3 5 5 1 1 1 1 4 1 6 1 2 2 6 5 6 2 0 1 3 2
S.4 4 1 4 1 2 1 1 2 1 6 4 3 1 3 6 2 2 3 0 1
S.5 6 3 3 6 4 . 4 3 4 5 1 3 1 3 4 2 0 5 4 1 2
S.6 2 1 3 1 1 3 6 1 6 6 1 3 5 6 5 1 3 0 1 4
S.7 4 4 2 2 3 6 6 5 3 2 6 4 2 6 0 4 2 3 1 4
S. 8 2 1 1 1 4 1 5 4 4 4 3 3 2 3 4 2 3 4 1 0
S.9 3 3 1 1 1 1 1 1 1 1 1 1 1 1 12 0 2 0 0 0
S. 10 1 3 5 1 1 1 1 1 1 1 5 4 1 1 10 0 1 1 2 0
S. 11 4 6 1 3 3 2 1 1 1 ill ill 1 3 3 5 1 4 1 0 1
S. 12 5 5 5 6 2 6 5 5 5 5 5 6 2 3 0 2 1 0 8 3
S. 13 5 2 1 4 1 4 2 1 1 4 1 3 3 1 6 2 2 3 1 0
S. 14 6 2 4 1 1 4 5 1 4 4 1 6 3 5 4 1 1 4 2 2
S. 15 6 2 4 5 4 6 2 2 3 1 6 6 1 1 3 3 1 2 1 4
S.16 4 4 3 1 3 5 5 4 4 4 3 4 4 1 0 3 7 3 0
KEY
Totals
1 = 71 2 = 21 3 = 35
4 = 36 5 = 28 6 = 25
Description of Behaviour
1 Did not consider violating diet
2 Considered violating diet, but remained abstinent
3 Broke the diet once ^
4 Broke the diet several times
5 Overate throughout the day
6 Binged
56 ja k i
by abstinence. Others (eg. S.4.) demonstrated no clear pattern 
of eating, and there was no evidence of cyclical features to S.4*s 
eating over a two-week period (although a clearer pattern may emerge 
over a longer period of record-keeping.)
In order to determine whether there were definable patterns of eating, 
an analysis was performed in which a subject's eating behaviour on 
each day was correlated with her behaviours on the day before and after 
the target day to produce a frequency table (Tables 11 and 12). The 
results of ohi-squared data analysis is also included.
TABLE 11; Frequency table depicting behaviour on the day preceding 
a given eating behaviour (all subjects N = 16)
Behaviour preceding target day
Eating 
behaviour 
on target 
day
No diet
violation
caimitted
Subject 
violated diet 
with single 
or series of 
violations
Subjects overate 
throu^out the 
day or binged
Chi
Squared
i
1
i
df P
No diet
violation
carmitted
48 23 17 18.5 2 .001
Subject 
violated 
diet with 
single or 
series of 
minor 
violations
29 25 9 10.8 2 .01
Subjects 
overate 
throughout 
the day or 
binged
11 16 24 5.0 2 .10
Chi squared
df
P
23.2
2
.001
6.8
2
.05
18.5 
1 .001
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TABLE 12; Frequency table depicting behaviour on the day
following a given eating behaviour (all subjects n = 16)
Behaviour following target day
Eating 
behaviour 
on target 
day
No diet
violation
committed
Subject violated 
diet with single 
or series of 
violations
Subjects 
overate 
throughout 
the day or 
binged
Chi
Squared
df P
No diet
violation
carmitted
47 28 12 21.2 2 .001
Subject 
violated 
diet with 
single or 
series of 
minor 
violations
23 27 16 3.4 2 NS
Subjects 
overate 
throughout 
the day or 
binged
11 10 23 5.0 2 .10
Chi-squared 16.5 9.4 3.7
df 2 2 2
P .001 .01 NS
As a group, subjects had a high probability of following one abstinent 
day by another abstinent day; if abstinence was broken, then it was 
probable that it would lesult in a minor or moderate violation rather 
than a major violation. Subjects were less likely to follow minor
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violations by a binge than they være by abstinence or more minor 
violations. There was a tendency (which did not reach a level of 
significance) for subjects to follow one major diet violation (or 
binge) by another.
When subjects were broken down into sub-groups, severe bingers were
significantly more likely to follow an abstinent day by a major
2
violation or binge (X = 8.6 df = 2, p < .05) and significantly less
likely to follow it by another abstinent day than were moderate
2or constrained bingers. { X  = 21.6 df = 2, p < .001).
Conversely, they were significantly more likely to follow one binge
2
or major violation with another (X = 17.7, df = 2, p < .001),
2
or by abstinence (JC =8.6 df = 2, p ( .05) than moderate and
constrained bingers.
Moderate bingers w^re significantly more likely to follow an abstinent
2
day by another abstinent day than by a major violation (X =7.5, 
df = 2, p ( .05), but were significantly less likely to do so than 
were constrained bingers.
There were no significant differences between the. way in which the 
sub-groups behaved after ccmmitting minor/moderate violations, a 
finding which also held ihen sub-groups were ccmbined.
5. THE DETERMINANTS CF BINGEING
This section is primarily concemed with information obtained fran 
both the Binge Eating Questionnaire and the Eating Diary. However, 
before examining material frcm these sources, subjects stated reasons 
for bingeing (source: the Eating Profile) wzill be examined.
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A. Reasons for Bingelng
Subjects own reasons for bingeing can be grouped under three main 
headings: coping with negative emotional states; coping with
negative physical states and coping with a desire to eat. Firstly, 
coping with negative emotional states : 75% of subjects stated they
binged because they were depressed, 38% said they did so because 
they were lonely, 32% said they binged to relieve tension and 32% 
to relieve boredom, 25% did so to cope with feelings of anger or 
frustration and 13% binged to punish themselves for having failed 
to keep to a specific diet. Secondly, coping with negative physical 
states: 25% of subjects said they binged because they were tired or
hungry, and 18% of subjects stated they binged because they were 
afraid of being hungry. Thirdly, coping with the desire to eat:
18% of subjects said they binged because they enjoyed the sensations 
of eating: the taste and texture of the food. Lastly, some
miscellaneous reasons were given: 13% of subjects said that bingeing
was a way of kicking out against the authority of their diet, and 13% 
of subjects said they felt that they binged in order to maintain a 
high weight, because they feared the possible sexual repercussions 
of being slim and attractive.
B. Situational Antecedents to Diet Violations
The situational determinants of relapse were categorised according to 
Marlatt & Gordon’s (1979) classification (see itopendix IX) vMoh enabled 
the assignment of each relapse episode to an independent category. It 
was decided to include an extra category for the purpose of this study 
(coded 1/F) - that of anticipated deprivation ie. vdiere a subject eats
in anticipation of the inposition of a forthcoming diet.
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The scoring rules of assignation of relapse episodes were as follows: 
for each relapse episode, only one category could be uséd for 
scoring. Mien multiple categories seemed to apply, the most significant 
precipitant event was chosen for scoring (ie. the event immediately 
preceding the relapse). If it was impossible to decide between two 
equally likely categories, assignation.was made on a priority basis: 
category 1 took precedence over category 2; within each major category 
the ordering of categories (A before B etc.) indicated priorities.
(after Marlatt & Gordon, 1979).
TWO raters (the author and a senior, pathologist) independently 
assigned category scores, for the relapses. There was an inter-rater 
agreement of .92 for category assignment, representing a high level 
of agreement.
The results of this classification, are presented in Table 13. For the 
purposes of clarity only the main categories are presented in this table, 
and are conpared with Marlatt & Gordon’s 1979 analysis of relapse 
situations for alcoholics, smokers and. heroin addicts.
The majoriiy (78%) of all relapses involved intrapersonal/environmental 
determinants (Category 1) with only 22% involving primarily interpersonal 
determinants (Category 2). Examination of the sub^category scores 
reveals some interesting patterns. Categories 1/A (coping with 
negative emotional states), and 2/A (coping with interpersonal conflict) 
were both subdivided into coping with frustration and/or anger (1/A/l and 
2/A/l) and coping with other negative emotions or interpersonal conflict 
(l/A/2 and 2/A/2). In both settings almost all relapse episodes 
involved coping with other negative ^ notions; for category l/A/2 the 
proportion was 86% of all 1/A relapses: (These emotions were usually
either depression or boredom) ; for category 2/A/2 the proportion was
TfiRIiE 13; Analysis of Relapse Situations ccmparing binge-eaters and
other addictive behaviours (alcoholics, smokers and addicts)
Situation Binge Eaters 
(N=16)
Alcoholics, Smokers,
& Addicts
(N=137)
1. Intrapersonal Determinants 78% 58%
A. Negative Emotional States 28% 37%
B. Negative Physical States 13% 4%
C. Positive Emotional States 1% 6%
D. Testing Personal Control 3% 4%
E. Urges and Taiptations 27% 7%
F. (Anticipated Deprivation) 6% NA
2. Interpersonal Determinants 22% 42%
A. Interpersonal Conflict 7% 15%
B. Social Pressure 13% 24%
C. Positive Emotional States 2% 3%
slightly less: 73% of all 2/A relapses.
Coping with negative physical states, accounted for 13% of all relapses; 
however on no occasion did subjects indicate that later eating was 
associated with coping with ^ ysical states resulting from previous 
overeating. The physical states referred to were either hunger or 
tiredness; the latter being reported exclusively by those nurses Wio 
worked night duty, during the day after working at niÿit; the occasions 
^en hunger was cited usually follc^d attempts at over^strict dieting.
Eating to enhance positive emotional states (categories 1/C and 2/C) 
accounted for a total of only 3% of all relapses. The majority of
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these were related to attendance at celebratory social functions 
eg. weddings.
Category 1/E (giving in to urges and temptations to eat) accounted 
for 27% of all relapses. .88% of relapses in this category were in 
response to substance cues being present eg. eating childrens' 
left-overs, coning across a forgotten "forbidden" food, or passing 
a shop with "forbidden" food on display. Only . 12% of these relises 
were reported as "caning out of the blue", ie. in the absence of a 
food cue.
Category 1/D (testing personal control) accounted for only 3% of all 
relapses, and as will be discussed below was mainly associated with 
single (minor) diet violations.
Responding to social pressure to eat accounted for 13% of all relises; 
the vast majority (95%) of these relapses were in response to indirect 
social pressure ie. being in the presence of others who were overeating 
or eating "forbidden" foods rather than responding to direct pressure 
to relapse. The majority of these relapses, occurred during social 
occasions vbich were predoninated Jy food and eating.
Lastly, the new category of anticipated, deprivation (1/F) accounted 
for 6% of all relapses; subjects would.make, the decision to start a 
new diet, and set a date for its cormenceraent (very often in 
association with the next meeting , of a chosen diet grouty ; they would 
then eat 1^1 those foods Wiich. they knew would.be forbidden once they 
had made a conmitment to the new regime.
A cGtrparison of the analysis of relapse.in binge-eaters with that of 
other addictive behaviours indicates both similarities and differences
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between their patterns of. relapse. For each the most cannon cause 
of relapse was the presence of negative emotional states (1/A) which 
accounted for 27% of bingers* relapses and 38% of other relapses.
Positive emotional states (1/C and .2/C) and testing personal control 
(1/b) vere rarely cited as determinates of relapse hy either! The 
major differences between the two were in the role of negative physical 
states in relapse (\hile bingers cited this on ]3% of occasions others 
did so only on 4% of occasions); the contribution of giving in to 
tenptations and urges (27% for bingers and 7% for others) ; the role 
of social pressure (13% for bingers and 24% for the others) and the 
contribution of interpersonal conflict (7% for bingers and 15% for 
others).
It should be noted, however, that the term 'relapse* as used by Marlatt 
has different cœnotations that it does in the current stu<^ . Marlatt's 
subjects were recording a single relapse following a period of abstinence, 
vhile the current subjects recorded repeated diet violations TAhich were 
not necessarily preceded by abstinence.
Figures 2 and 3 present histograms of the situational antecedants to 
subjects' diet violations. Figure 2 (a) presents situational 
antecedants for all subjects. (N = 16) ; 2 (b) for constrained subjects
(N= 5); 2 (c) for moderate subjects (N = 6) and 2 (d) for severe subjects
' (N = 5).' Table 14 summarises the differences illustrated in the 
histograms, and the results of chi-squared tests of significance.
(N.B. X  could not be calculated for all carparisons, as the expected 
number of events in these cells was less than 5).
A comparison of the subgroips demonstrates that severe bingers were 
significantly more likely to violate their diets than constrained 
bingers or moderate bingers in response to negative physical states and
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anticipated deprivation, and significantly less likely to do so in 
response to situational cues such as the sight of food. Constrained 
bingers ^ vere significantly more likely to violate their diets in 
response to social pressures.
Figure 3 presents a break-down of. the antecedants to classes of diet 
violation, 3(a) danonstrating the antecedants to bingeing; 3(b) the 
antecedants to a series of diet violations and 3(c) the antecedants 
to a single diet violation. The major antecedent to bingeing was 
lfk/2', coping with negative emotional states associated with depression/ 
boredcm, ^^ch accounted for 32% of violations, followed by giving in 
to temptation and urges in the presence-of substance cues (1/E/l) 
vhich accounted for 18% of violations, and anticipated deprivation 
(1/F) vhich accounted for 9% of violations. The major antecedent 
to a series of diet violations was also coping with , negative emotional 
states associated with depression and boredcm (l/A/2) vÆiich accounted 
for 32% of their violations; followed, by giving in to temptations 
and urges in the presence of substance cues (1/E/l) which accounted for 
19% of violations; and coping.with indirect social pressure to eat 
(2/B/2) Wiich accounted for 17.5% of these violations. The major 
antecedant to a single diet violation however, was giving in to 
temptations and urges in the presence of substance cues (1/E/l) vhich 
accounted for 34.5% of minor violations; this was followed by coping 
with indirect social pressure to eat (2/B/2) which accounted for 16% 
of violations and responding to negative states (hunger or tiredness) 
which accounted for 10.5% of violations.
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c. Coping Strategies and Eating Behaviour
Coping strategies errployed by subjects VBre elicited by asking them 
vdiat thoughts or actions they had used to prevent themselves from 
performing a particular eating behaviour. 73% of the coping strategies 
used could be categorised as "self-talk", with the remainder being 
divided between; removing self from the situation (11%) ; removing 
food from the situation (9 %) ; alternative non-conpatible activity 
. (5%) and inclusion of others in the situation (2%). It was decided 
to pool all the coping strategies for the purpose of further analysis 
given the small numbers in most categories, and to score subjects as 
either using or not using a coping strategy.
The use of coping strategies across eating behaviours is presented 
in Table 15. Coping strategies were errployed, unsuccessfully on 
31.4% of occasions that a violation took place, v^ iile no coping strategy 
was used on 68.6% of occasions that, a diet violation took place.
However, v^en a diet violation was considered but not acted upon, a 
coping strategy was successfully used oi 88.6% of occasions.
TAHLiE 15: Ihe Use of Coping Strategies across Eating Behaviours:
All subjects (N = 16)
Eating Behaviour Percentage of Occasions 
Coping Strategy used
Percentage of Occ­
asions No coping 
Strategy used
Did not think about violating 
diet
44.4 55.6
Thought of violating diet but 
did not do so
88.6 11.4
Broke diet once 42 58
Broke diet several times or 
frequently
20 80
Binged 36.4 63.6
A significant difference. was found betv^en the patterning of 
occasions when coping strategies were used, and viien they were 
not used = 44.1 df = 4 p <.00l).
Table 16 illustrates the differences betvBen the sub-groups in their 
use of coping strategies. The constrained, groiç» used coping strategies 
significantly less often than either the moderate or the severe group 
(X = 20.5 df = 2 p < .001). The severe group used coping 
strategies significantly more often v^en there was no violation than 
did the moderate or constraind grorps (J? = 9.1 df = 2 p <  .05), but 
less often before a violation = 7.1 df = 2 p< .05).
Figure 4 presents the different patterns of coping strategies the 
different sub-groups employed across eating behaviours. Figure 4 (i) 
presents the data for the severe groip of bingers, and it can be seen 
that this group used fewer coping strategies prior to bingeing than 
prior to minor diet violations, so that there is a negative relationship 
between the frequency with vÆiich a coping strategy is used and the 
severity of the subsequent eating behaviour.
Figure 4 (ii) (subjects with moderate bingeing problems) presents 
a pattern in vAiioh coping strategies are primarily used either just 
prior to a binge or Wien a violation is considered but successfully 
avoided.
Figure 4 (iii) (subjects with a constrained bingeing problem) presents 
a pattern similar, to that for severe bingers, except that on those 
occasions when they had binged (the data being collected from the 
Binge Eating Questionnaire) they had not attempted to use coping 
strategies.
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TABLE 16; The use of coping strategies across outcane; 
analysis of sub-groups
Subjects Behaviour
Percentage of 
occasions coping 
strategy used
Percentage of 
occasions no 
coping strategy used
Severe groip 
(bingeing 3X 
during diary- 
kœping) n = 5
No diet 
violation 90 10
Diet Viola­
tion
committed 42 58
Moderate groip 
(bingeing 2X 
during diary- 
keeping) n = 6
No diet 
violation 64 36
Diet Viola­
tion
committed 70 30
Constrained 
groip (not 
bingeing 
during diary- 
keeping) n = 5
No diet 
violation 55 45
Diet Viola­
tion
committed 23 77
All subjects 
n = 1 6
No diet 
violation 61 39
Diet Viola­
tion
committed 31 69
72
FIGURE 4  CoPiNCr STRATCG-tp AcRo^ BEHAViouf^T]TT
dttJrii^ lTC
HO ;d.id?y‘Pto^®>^!Corv5<j6f^
4o di^ iïiP.loKôn 
b u tc ^ d e r e d v ib l.
A  çiidt 
yiôIqÏTon
A  sejncas p f  
dith.yipiaitions
)$4
6. CQGNITICNS AND EATING BEHAVIOUR
A. Efficacy Levels
Efficacy levels were generated over a two week diary-keeping period 
by scoring the five trait efficacy questions from the Cognitive 
Factors Scale: this gave a maximum possible daily score of 20.
Averaged over two weeks, the mean daily score for individual subjects 
ranged from 8.29 to 18.21 (mean = 14.12, SD = 3.76); within-subject 
daily scores ranged fran 0 to 20. The within-subject range of daily 
scores was 0-17 points, (mean = 4.18, SD = 4.33) indicating that 
Wiile seme subject’s daily scores remained moderately constant across 
the two week diary period, other subjects’ scores varied considerably 
The range of 17 points was generated by subject 9, who after three days 
of diary-keeping stated she had pre-wedding nerves, became uninterested 
in food and consequently lost lOlbs; . during this period which w/as 
also marked by an elevation in mood, her efficacy score dropped frcm 
17 to zero (the low score indicating.a high level of efficacy).
A strong relationship between efficacy levels and eating behaviours 
was found (see Table 17 and Figure 5) , so that lower scores (representing 
a higher level of efficacy) were associated with no diet violations 
while higher scores were associated w/ith major diet violations. Table 18 
summarises the significance levels of the differences between these scores.
Table 17 demonstrates that the tendency for subjects to feel more 
efficacious when maintaining their chosen diet programme holds within 
the sub-groiç)S. However, it also reveals that severe bingers have a 
lower level of efficacy than either moderate bingers (t = 5.43 p<.002) 
or constrained bingers (t = 5.91 p < .002). Cn inspection of the 
cell means and standard deviatiois, this difference spears to hold
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TABLE 17: E ffic acy  le v e ls  across behaviours, fo r a l l  subjects
and fo r sub-groups
J^fean Efficacy Score
Severe 
Bingers 
(N = 5)
Moderate, 
Bingers 
(N = 6)
Constrained 
Bingers 
(N = 5)
All
subjects 
(N = 16)
No diet violation occured 
or considered
15.2
{SD=1.99)
12.3
(SD=1.96)
11.3
(SD=5.02)
12.17
(SD=3.38)
Diet violation considered 
but no violation occurred
15.1
(SD=2.08)
11.9
(SD=3.02)
13.75
(SD=2.63)
13.76
(SD=2.80)
A single diet violation 15.6 13.7 15.1 14.93
(SD=1.57) (SD=2.06) (SD=2.43) (SD=2.11)
Several diet violations 15.3 12.7 15.6 16.10
(SD=1.51) (SD=2.06) (SD=2.43) (SD=2.51)
Ate too much through­ 17.25 13.5 15.7 15.74
out the day (SD=1.18) (SD=2.51) (SD=3.73) (SD=2.89)
A binge 17.0 15.1 N/A 16.52
(SD=2.25) (SD=2.67) didn't
binge
(SD=2.46)
All eating 
behaviours
16.13
(SD=2.07)
12.91
(SD=2.37)
13.2
(SD=4.61
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TARLFi 18; Efficacy levels across behaviours: Summary of
significance levels between the scores for all 
si±>jecfcs (n = 16)
Violation 
considered 
but none 
occurred
A single 
diet
violation
Several
diet
violations
Ate
consistently 
throughout 
the day
A binge
No violation 
considered
t = 1.95
p = ^ .1 0
t = 4.18
p = ^  .002
t = 5.70
p = <.002
t = 4.86
p = <.002
t = 6.08
p = <.002
Violation 
considered 
but none 
occurred
t = 1.69 
NS
t = 2.38
p = <.01
t = 2.38 
p = < .0 5
t = 3.62
p = < .002
A single 
diet
violation
t = 1.96
p =<(.10
t = 1.21 
NS .
t = 2.61 
p = < .0 5
Several
diet
violations
t = 0.51 
NS
t = 0.65 
NS
Ate
consistent­
ly through­
out the day
t = 1.07 
NS
true across nearly all behaviours.
Inspection of Table 19 and Figure 6 suggests that the differences between 
the sub-groups can be attributed largely to the different patterns 
in scoring on questions 4 and 5,
On question 5 there were significant differences between the mean 
scores of the severe group and the moderate groi:ç) (t = 3.94 p ^ .01) 
and of the severe group and the constrained groip (t = 2.37 p K .05)
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TABLE 19; Mean e ffic a c y  scores across each question fo r a ll
sub-groups
Severe
bingers
n=5
Moderate
bingers
n=6
Constrained
bingers
n=5
All
Subjects
n=16
1.
I have a great amount 
of willpower \jh.en I 
start a diet but it 
seems to fade quickly
2.71
(SD=0.53)
2.97
(SD=0.60)
2.78
(SD=0.65)
2.83
(SD=0.57)
2.
When I go on a diet 
I like to lose 
weight quickly
3.46
(SD=0.51)
2.72
(SD=0.80)
3.16
(SD=1.89)
3.09
(SD=1.15)
3.
I don't persist very 
long cn diets that I 
set -up for iryself
3.10
(SD=0.59)
2.63
(SD=0.54)
2.89
(SD=0.68)
2.86
(SD=0.59)
4.
When I catch iryself 
breaking a diet rule, 
I usually go ahead 
and eat even more
3.42
(SD=0.45)
2.75
(SD=0.52)
2.28
(SD=0.93)
2.79
(SD=0.63)
5.
I usually get dis­
couraged and quit 
dieting if I haven't 
lost any weight for 
a v^ole week
3.40
(SD=.44)
2.04
(SD=0.67)
2.19
(SD=1.04)
2.51
(SD=.94)
All questions 3.22 2.62 2.64 2.82
(Maximum score per 
question =4)
(SD=0.41) (SD=0.32) (SD=0.41) (SD=0.60)
7 8 /
mean
m l '
fca_ :iLQ
Wiile on question 4 there was a significant difference between the 
scores of the severe and constrained groups (t = 2.43 p .05). The 
difference between the scores of the severe and moderate groups of 
questions 2 just, failed to reach significance (t = 1.81 p .10).
There were no other significant differences between the means on 
individual questiois.
B. Attributions of . Success and Failure
Attributions of causation of eating behaviour were obtained by the use 
of a seven-point Lickert-type scale. Scores of 1 and 2 were pooled 
to elicit attributions of causation to circumstances, and scores of 
6 and 7 were pooled to elicit attributions of causation to self. Scores 
of 3, 4 and 5 were pooled and then taken to indicate that no attribution 
of causation had been made. Table 20 presents a surrmary of the pattern 
and breakdown of attributions of success and failure, while Figure 7 
illustrates the pattern of causation to self and circumstances according 
to the severity of bingeing problem. . These results indicate that \dien 
subjects make attributions, they tend to attribute failure to themselves 
rather than to circumstances, vÆiile they are equally likely to attribute 
successes to themselves as they are to circumstances.
Figure 7 illustrates that subjects with severe bingeing problems have 
a stronger tendency to attribute, both failure and success to themselves 
(42.9% of all attributions) than constrained bingers vÈio attribute only 
24.2% of all attributions to themselves. Conversely, constrained 
bingers made more attributions of success and failure to circumstances 
than did severe bingers; however, this difference was not as great 
(30.5% conpared with 23.8%). Hov^ ver, none of these differences were
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TA.BTiE 20; Attributions of success and failiire; breakdcwn of 
scoring ratios
Causation of 
attribution to 
circumstances
No causation of 
attribution
Causation of 
attribution to 
self
Points on Scale 1 2 3 4 5 6 7
Attributions 
of failure 11.4% 8.6% 6.9% 28% .4.6.% 9.1% 31.4%
20% 39.4% 40.6%
Attributions 
of success 22.6% 10.9% 5.7% 22.2% 5.2% 10.4% 22.6%
33.5% 33.5% 33%
'1
significant using chi-squared tests.
Overall, severe bingers made attributions (to self or circumstances) 
on 66.7% of occasions, and moderate bingers on 64.5% of occasions, 
v^le constrained bingers made attributions on 54.7% of occasions. 
Again, the difference in these scores was not significant (X = 1.4 
df = 2 NS).
When the data was re-analysed to assess the effect of eating behaviour 
on subjects' attributions, (see Figure 8) a relationship was found 
between attributions of failure to circumstances and. the severity of 
the diet violation. Subjects were significantly more likely to 
attribute failures to circumstances when they only considered violating 
their diet, but did not, than Wien they binged. As soon as a diet 
violation took place, causatiais of failure were attributed to the
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self significantly more often than to circumstances. (>? = 12.8 
df = 3 p < .01).
Attributions of success followed a less clear pattern. Subjects 
rarely attributed, success to themselves on these days Wien violations 
were not considered, (behaviour I). However, if a violation was 
considered but the idea rejected (behaviour II) subjects attributed 
their success to themselves; however once their diet was broken, 
subjects became less likely to attribute , their decision not to binge 
to themselves, and more likely to attribute it to circumstances.
Ihe difference between the frequency of attributions to self and 
circumstances was significant (X = 30.8 df = 3, p < .001).
In sunmary, cognitions such as feelings of self-efficacy and attributions 
of success and failure appear to fluctuate as a function of both 
intr^)ersonal and behavioural factors.
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CHAPTER FOUR: DISCDSSIC3SI
a i 6
DISCUSSION
1. SUBJECT CHARACTERISTICS
A. Differences beWeen Subjects and Rgjects
The hypothesis that those with high scores on the B.E.S. would also 
have relatively high scores on the Restraint Score was supported and 
lends credence to the laboratory research. into the faction of restraint 
in countei^egulation. However, it should be noted that nearly all those 
screened in this stu<^ had scores above the inedian of 17 which has been 
suggested by some writers (eg. Wardle,1980) as the cut off point between 
high and low restraint and therefore between those vho are likely to 
counterregulate and those who are not. Many of those with restraint 
scores in excess of 20 reported that they did not go on to eat more 
(ie. counterregulate) once they had broken their diet, and furthermore 
had relatively low scores on the B.E.S.
Wardle's (1980) finding of a positive correlation between restraint 
levels and degree of obesity was supported, although the results just 
failed to reach significance. However, there were considerable 
differences in the populations studied: and the difference in results
might be e^ pjlained by the fact that Wardle's group contained a large 
number of people who would be expected to have low restraint scores,
(eg. men, those t^o did not have weight problens) \tole the current 
study was made up entirely of people vho were trying to control their 
weight, and vho might be expected to have hi^ restraint scores,
A positive correlatioi between obesity and scores on the B.E.S. was 
established in the current stuc^ r and is counter to the findings of
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Gomally et al (l982) and Vfennuth et al ( 1977) that serious 
bingeing is not associated with more obesity. The difference in 
obesity levels between the subjects and rejects in the current 
stuc^ suggests that problem eating behaviour (specifically bingeing) 
is associated with increased, levels of .obesity. This finding also
runs counter to prevailing clinical impressions that severe binge- 
eating problems are inversely correlated, with weight. There are two 
possible explanations for this: firstly, it could be argued that
the current sairple is not representative of the eating behaviour of 
most obese persons ; this is certainly a plausible hypothesis given 
the multiple and at times selective method of recruiting subjects. 
However, approximately 60% of those women given the B.E.S. were 
unselected merrbers of diet groups , ie. of similar origin as those used 
in Gormally et al's (1982) study. Secondly, it could be argued that 
massively obese bingers are not referred for psychological help as 
frequently as thinner bingers. There are two possible reasons: 
firstly, a number of massively obese bingers in this study reported 
that they would be reluctant to inform their general practitioner of 
their deviant eating behaviour. They viere afraid that unsympathetic 
attitudes by their GP to their weight problem would harden on 
admission of the extent to which they had eating difficulties.
Secondly, as noted ly Ha\/hins & Clouent (1980) and Wardle & Beinart
(1981) very obese bingers rarely vomit, and it is the onset of vomiting 
that frequently precipitates the decision by a binger to request help 
for a problem that she herself recognises as being abnormal, and which 
is generally associated wdth severe emotional problems.
The current study confirms these findings: only 13% of subjects
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attempted to control their weight by vaniting or laxative abuse, and 
they were at the lower end of the weight scale.
B. Characteristics of the Subjects
The relative ease wzith which subjects were located suggests that 
binge-eating is a comparatively comnon occurrence amaigst diet­
conscious obese populations: 44% of those completing the B.E.S.
recorded scores in excess of 25 points. This is contrary to the findings 
of Wermuth et al (1977) but concordant wd.th those of Gormally et al 
(1982) and Loro & Orleans (1981).
The demographic composition of this group of subjects is not typical 
of others that have not been investigated (Gormally et al, 1982 ;
Loro & Orleans, 1981) as those in the current study wjere mostly house­
wives, who had young children and who.wjorked part-time. This is 
undoubtedly a. function of the sources used to obtain the majority 
of subjects, ie. through GP's or diet groups; these latter organisations 
seem to be largely comprised of housewives rather than students or 
single wratien.
C. Differences between the Sub-groups
The post-hoc analysis of subjects suggests that severity of bingeing 
problem is associated with a number of characteristics, and that the 
sub-group of bingers who had the severest prcbelms (ie. bingeing è 3 times 
during diary-keeping) can be differentiated from the other sub^ -groups 
across a series of parameters. Although the numbers were small, 
consistent and significant differences were found with respect to age of
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onset of obesity, the frequency of diet violations and the pattern 
of eating, antecedent factors resulting in diet violations, the pattern 
of coping strategies used, in high-risk situations, efficacy levels 
and attributional styles. This section will primarily deal with 
the relationship between early-cnset obesity and later bingeing. The 
remaining parameters will be dealt with in detail within the appropriate 
section of this chapter.
This study confirmed Loro & Orleans (1981) finding that severe 
binge-eating was related to early, onset obesity: the severe group
had a significantly earlier onset of obesity than did the constrained 
group. Furthermore, although they had, on average, been bingeing 
as long as the moderate and constrained groups, bingeing had begun at 
a much earlier age. In addition, early-onset subjects tended to be 
heavier than late onset subjects (r^  = -. 427 p ^  .10). It is
hypothesised therefore that subjects wbo binged most frequently did 
so because they became increasingly desperate about a problem that they 
had been attempting to cope with since childhood or early adolescence, 
and which they could not resolve. It is likely that members of this 
group had an obesity problem of metabolic/genetic origin (Vfooley,
VJboley & Dyrenforth, 1979) who were, encouraged ly the prevailing belief 
(in health circles as well as commercial circles) that they should and 
could be slim, to make increasingly stringent attempts at dieting, 
while blaming themselves for diet violations and poor weight loss.
Rather than coning to terms with their obesity it appears that this 
group (contrary to the assumptions of Wardle & Beinart,. 1981) was more 
desperate about their condition that were those whose obesity prdblemis 
began later and for whom dieting was not so stimgly associated •with
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failure. Their desperation about their inability to control their 
weight was the key trigger, and the resultant diet violations reflected 
this.
While early-onset obesity appears to be associated with increased 
desperation about regaining control, and to generate psychological 
distress it appears to be less strongly linked with severe emotional 
difficulties than does late-onset obesiiy. As judged during the 
course of several interviews, 80% of subjects with late-onset obesity 
(over 20 years of age) had severe emotional problems, compared with 
25% of subjects with onset before 15 years of age. However, they 
binged less frequently.
The results from this study require duplication but nevertheless 
suggest that there are two major aetiological factors, associated with 
binge-eating, and that these factors may, in part, account for the 
differences between the sub-groups. Firstly, bingeing can be conceived 
as an ongoing day-to-day response to chronic , high restraint initially 
developed in childhood or early-adolescence. In these cases emotional 
difficulties are related to the effects of long-standing and significant 
degrees of obesity and ineffectual attempts to deal with it. Secondly, 
bingeing can be conceived as a coping repense to a severe emotional problem, 
such as an intolerable family situation.. In these cases obesity may 
be secondary to changes in eating behaviour. Whichever aetiological 
factor is the primary cause of bingeing, the behaviour and consequent 
obesity once established, spears to be refractory, as evidenced by 
the number of years subjects reported.they had been bingeing.
However, the aetiological basis for the behaviour may well determine
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choice of treatment.
Those with early-onset obesity whose problems were . associated
with ineffective attempts to lose weight may require counselling to 
help them accept the limitations. of -their physique, and encouragement 
to re-evaluate previous efforts to diet. For. those whose binge- 
eating is primarily associated wdth severe emotional problems the 
bingeing prcblon niay be resolved with comparative ease once the 
associated psychological difficulties have been dealt wdth in therapy.
2. FACTORS ASSOCIATED WITH BINGE-EATING
A. Topography of Bingeing
The findings of the current stuc^ are consonant with those of other 
writers eg. Abraham & Beaumont (1982),.Loro & Orleans (1981) and 
Stunkard (1976). That is; most subjects ate at predictable times 
during the day or week; they usually, ate at heme, alone and in secret; 
they ate high-calorie easily prepared and digestible foods; binges ' 
generally lasted less than two hours; subjects all felt they were out 
of control during these times; most stepped because they had consumed 
all foods they were interested in, or because they felt nauseous or 
tired.
There were a number of previously unreported factors that emerged 
however. Firstly, subjects generally binged, on foods that they liked 
but wAich they forbade themselves, while dieting. Conversely, they 
dieted on foods that they did not particularly like, and wAich they 
usually did not binge on. Whether the preference for 'forbidden' 
foods is the result of them imerely being forbidden or whether a natural
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preference for "fattening" foods resulted in obesity is an 
iirponderable. What is clear is that the very foods which most catmercial 
diet groups and many health professionals require abstinence fran while 
dieting are those which are eaten to excess when, a diet regime is 
broken.
The notion of the construct of foods being "forbidden" or "allowed" 
has direct implications for the induction of the abstinence violation 
effect proposed by Gormally et al (1982), and Marlatt & Gordon (1979).
94% of subjects reported that they ate even more after breaking their 
diet by eating a "forbidden" food, while only 19% reported doing so 
after breaking their diet by eating too much of "allowed” foods.
The important ingredient in producing counterregulation therefore appears 
to be the ccnstruction of foods as being allowed versus not allowed 
rather than merely that of exceeding a daily pre-determined calorie- 
intake (as suggested by Polivy, 1976). This raises issues about both 
the treatment and prevention of binge-eating which wd.ll be discussed 
below.
B. The Effects of Bingeing
All subjects agreed that bingeing wTas detrimental to both their life­
style and to their perception of themselves. As a group they tended 
to lead lives that w^re restricted in the number of recreational 
activities enjoyed - usually giving their obesiiy as the reason for 
self-imposed restrictions.
The effort to be slender seemed to have become so central to these 
women's self-acceptance that all other life activities w?ere relegated
91 ^ 503
to relative imimportanoe. . In this respect they were consonant 
with the bingers in Loro & Orleans (1981) and Wilson *s (1976) studies 
who were described as being plagued by negative feelings and low in 
self-esteem.
At the same time however, the women recognised at some level that 
bingeing also had a positive function in their lives, and this was 
confirmed by the results of the card-sort of emotions associated wzith 
eating in the Eating Profile. This finding suggests firstly that 
the act of eating serves to reduce negative feelings of anger, 
frustration and anxiety and for same to promote positive feelings
associated wd_th tension reduction. Secondly, it wTould appear that the
positive emotions of high self-esteem and .being socially outgoing 
that are enjoyed while dieting evaporate easily, perhaps by the act 
of violating the diet or by the induction of a negative mood state. 
Certainly, once a minor violation takes place, subjects' feelings of
frustration and anger are increased: reduction of these unpleasant
emotions is then made possible hy eating.
This pattern has implications for treatment. Firstly, it is clear 
that alternative ways of expressing anger and other negative emotions 
need to be explored. Secondly, cognitive restructuring of minor 
diet violations are required in order to re-attribute blame and to 
de-catastrophise the event.
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3. PATTERNS CF EATING
Contrary to the findings of other workers (Gormally et al, 1982,
Loro & Orleans, 1981) the subjects in this study did not display an 
eating pattern of cyclical, bingeing and starving, but rather denoistràtèd 
a range of eating behaviours,..which included minor slips, several slips, 
and overeating generally. There are two possible reasons for this: 
firstly, the subjects in this study may be atypical of obese bingers.
This is unlikely as in most other respects they: have, much in ccranon 
wd.th subjects reported elsewhere. Secondly, and more proabably, the 
reports in the literature about eating patterns w/ere based on 
retrospective self-reports. The findings frcm the current study were 
that subjects' perceptions and retrospective self-reports of their 
eating behaviour WTas at variance wdLth their behaviour as recorded in the 
diary. So, although they perceived themselves as either bingeing 
or starving, they w^re in fact displaying a variety of eating behaviours 
between these two extremes. Subject 3, for example, when corpleting 
the Binge Eating Questionnaire stated-that she could not remember breaking 
her diet wd_thout going on to binge... However, when recording her 
eating behaviour (see Table 10). she 'was surprised that in fact on four 
days she broke her diet wfithout bingeing.
Although there wvas no evidence that subjects confined themselves to 
bingeing or starving, there WTas evidence that seme subjects (eg. SI, SI3, 
S14) ate in clearly definable cyclical patterns. These subjects' 
eating behaviour appeared to build up to a climax frcm a series of 
minor slips. Once a major violation had taken place, (whether over­
eating throughout the day or bingeing) they w\?ere then able to return 
to their diet. The possible cognitive basis to this behaviour wd.ll
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be discussed below.
The inplications for treatment of such cyclical eating behaviour is 
clear, in that subjects can be alerted to. their, pattern of eating 
(about which the current subjects wvere naive) and. strategies for 
self-monitoring and self-control procedures can be. implemented. It 
is quite possible that for subjects like SI who displayed a very clear 
and predictable pattern, that situational antecedants stay be secondary 
to the habitual pattern of eating.
The differences between the sub-groups was maintained in the pattern 
of their eating. The severe group were very different in their 
eating behaviour frcm the other two groups. While the constrained 
and moderate groups generally kept to their diets or broke them with 
relatively minor violations once, they had achieved abstinence, 
abstinence itself wvas a trigger for bingeing for the severe "group. 
Furthermore, the severe group w^ ere.likely to follow one binge by 
another (or by. overeating throughout the day) , while the other groups 
tended to make a real effort to return to their diets. The difference 
in behaviour is possibly associated with the early onset of obesity 
that WTas experienced by the severe group, which may have resulted in 
a poorer tolerance for the deprivations of dieting combined vdth 
lowered feelings of self-efficacy about maintaining a diet, and lowered 
standards once a diet was undertaken. Contrary to Gormally et al's
(1982) arguenent, it wfould appear that lowered self-efficacy plus 
lowered dieting standards, (rather than, high dieting standards) were 
correlated wfith an inability to maintain dieting behaviour, . arid severe 
bingeing problems.
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This finding requires replication, and it is further reccxnmended 
that in doing so diaries are begun at a ccmmon point in time by all 
subjects eg. starting on the first day of a new diet, or the first day 
following a binge. Although. information about eating patterns had 
been elicited by the current study, a ccmmon starting point would 
be advantageous in eliciting more precise information about subjects ' 
reactions to given directives eg. to maintain a given diet.
4. A COQJITIVE-BEHAVIOURAL ANALYSIS OF. BINGE-EATING 
A.. Antecedants and Coping Strategies
The results frcm the Binge Eating Questionnaire and the Eating Profile 
partially confirmed the hypothesis that diet violations in bingers have 
conmon situational antecedants to relapse in. alcoholics and addicts.
The proportion of violations in each category w^re broadly similar 
to those found by Marlatt & Gordcn (1979).. The major difference lay 
between the proportion of intrapersŒial antecedants that bingers 
noninated (78% ccnpared with 58% for Marlatt & Gordon's sample), 
corpared with interpersonal factors.. Reasons for this are speculative 
but could be related to sex differences in attributions; the majority 
of addicts were men, wAio may be more inclined to attribute relapses 
to external factors than are wcmen.. Alternatively, the difference 
may be a function of the time l^se between previous ingestion of the 
substance; intrapersonal factors.may be associated more strongly 
with violation after a short period of remission and less strongly with 
violation after a long period of abstinence.
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High-risk situations for bingers were largely associated with 
negative emotional states (principally depression and boredcm) 
and the presence of food cues. However, the results require 
replication before clear statements about high-risk situations 
for bingers can be made. The majority of wcmen in this sample 
were at heme, often with young children, vhich is a tire of life 
frequently associated with boredcm, depression and plentiful :fodd 
cues. The current results may not hold, eg. for single women, 
or older married wcmen with interests outside the heme.
The differences between the three sub-groups are shown in Figure 2, 
and demonstrate clearly that as a group, severe bingers responded 
to different situational cues than did moderate or constrained 
bingers, vho tended to be similar in their responses.. The severe 
group accounted for 89% of all violations associated with anticipated 
deprivation; such violations tended to be binges : rather than minor 
diet violations. Subjects in this group seemed to feel that a major 
binge prior to a new diet had a dual function: it enabled them to
start afresh, ensuring that they had satisfied their desire for 
forbidden foods, and it also cleared the house of edibles that mi^t 
tempt them to break a new diet. One member of the group commented 
after such a binge, in vhich she estimated that she had consumed 
upwards of 8,000 calories: "there was illegal food in the house,
and I had to get rid of it quickly so I can start my new diet tcmorrcw". 
Why should this behaviour feature so strongly amongst the severe 
group? There is no hard evidence, but frcm their answers to the Eating 
Profile it would appear that subjects in this group generally ate 
more during binges than did those in the other groups, and tended to
96
feel extremely ill afterwards. It is possible that on these 
occasions they used bingeing as an aversive experience, in the 
hope that the memory of their disconfort would deter them frcm 
breaking their new diet. Thus it would appear that overeating 
in these individuals is not just a logical response to anticipated 
deprivation, as suggested by Greenberg Lowe (1982), but it also 
an attempt to condition an aversive response.
The severe group also accounted for 76% of the violations that 
were in response to physiological disconfort (ie. hunger and 
tiredness). Again, the reasons for the difference between the 
groups is not clear, but there are two.possibilities. Firstly, 
all those vho worked at night were included in this group, and they 
reported feeling, unwell and tired after night-duty; eating may have 
been an attempt to cope with this. If they violated their diet at 
this time they were twice as likely to binge as to commit a more 
minor violation. Secondly, if this group had a metabolic/genetic 
aetiology for their obesiiy,. then hunger may be associated with 
hypoglaeconia, and. it is possible that. they.have a poorer tolerance 
of feeling hungry than did the other subjects.
The last area in vhich these subjects were different from the other 
two groups was in relation to their response to food cues. They 
accounted for only 19% of all diet violations in this situation, vhile 
the moderate bingers accounted for 43% and the constrained bingers for 
38%.
This lends eipirical support to Wilson's (1976) conclusion that severe 
bingers are not especially vulnerable to food stimuli. The finding
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also supports Mahoney's (1975) assertion that cognitive factors 
exert a stronger influence over food consumption in the obese than 
do external stimuli - vhich is further affirmed by the finding in 
the current stu% that constrained bingers were twice as likely to 
violate their diets than either severe of moderate bingers, in 
response to indirect social pressure (ie. watching other pecple eat).
On the vhole, social pressure to eat resulted in relatively minor 
diet violations, which might be anticipated given that binges are 
almost exclusively carried out in private, and most severe and 
moderate bingers were very self-conscious about eating in public.
In summary then, patterns of situational determinants to diet 
violations varied as a function of the severity, of bingeing. Severe 
bingers displayed a significantly different pattern than did constrained 
or moderate bingers, vhich depended more cn internal cognitive and 
physiological stimuli than on external food stimiuli.
As predicted by Gormally et al (1982) and Marlatt & Gordon (1979) 
subjects were generally deficient in their use of effective coping 
skills. This deficiency was two-fold; firstly there was a deficiency 
in using coping skills; they v^e not used on 58% of occasions recorded 
in the diaries, and on 71% of these occasions there was a diet 
violation. Secondly, there was a deficiency in effectiveness of the 
skills that vere used; they were effective on only 55% of occasions.
Again there vere differences between severe bingers and the other 
two groups. Severe bingers appeared to have more coping skills than 
either of the other two groups (see Table 16 and .Figure 4), however 
they vere effective only in those situations vhich might be construed
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as being fairly easy to cope with (eg. vhere violations were not 
considered or vhere they were successfully avoided.) and were rarely 
attempted prior to binges. The other two groups appeared to employ 
fewer coping skills and tended to make less effort to ensure 
abstinence on those days vhen dieting, was relatively easy. This 
suggests firstly that the severe group attempted to exert more 
conscious control over their eating, and that rotiaining abstinent 
required far greater effort from them than from the other subjects, 
and may explain why once they violated their diets they were far more 
likely to binge. Secondly, vhile they had more skills in their 
repertoire, they did not have a belief, in their ability to execute 
coping strategies successfully in situations vhere major diet violations 
were the probable outcome. As will be discussed below, this group 
had a lower overall efficacy level during diary-keeping and therefore 
probably lacked a belief that they could use coping strategies effectively 
Wien faced with the possibility of major violations. Lastly, major 
diet violations for all subjects were associated with negative feelings 
of depression (Wiile minor violations were not) . However, they were 
particularly associated with depression for severe subjects Wio recorded 
feeling depressed on 40% of occasions prior to bingeing.
It is therefore hypothesised that, major violations tend to occur Wien 
women are feeling emotionally or cognitively vulnerable, and that 
those feelings of vulnerability prevent them frcm employing coping 
strategies within their repertoire. This is particularly applicable 
to the severe bingers, Wio although they violated their diets Wien 
feeling depressed as frequently as the others, did. so more spectacularly, 
bingeing.
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B. Cognitions and Eating Behaviour
It was a major v^akness of this stu(^ that the relationship between 
cognitions and behaviour were not.more clearly elucidated. It is
clear that changes are needed in the design of such research to 
enable less tentative conclusions to be drawn. For example, the 
results frcm this stu<^ do not explain Wiy a subject, having binged 
for two days, could conclude, "It was easy today. . I just didn't 
need to binge. Somehow iry head was alright". Self-attributions 
of failure and lowered efficacy levels should have indicated a 
continuation of the behaviour, or at least, a determined effort to 
avoid a repetition of previous failures : they did not.
Circumstantial evidence suggests that the Abstinence Violation Effect 
proposed by Gormally et al (1982) and Marlatt & Gordon (1979) is 
contingent on a number of factors in addition, to the ingestion of 
forbidden food. 27% of violations r^x^rted in this study were 
single slips Wiich did not. result in bingeing later that day, and 
a further 30% were multiple violations vhich also did not result in 
later bingeing. TWo factors may account for this phenomenon: 
firstly, these subjects (unlike Marlatt. & Gordon's), had not had long 
periods of abstinence. in vhich to establish a high degree of personal 
ccramitment to maintain abstinence. Thus the overall value of 
abstinent behaviour to the individual involved was not high. 
Consequently, the absolute strength of the A.V.E. would be reduced 
vTith the current sample, thus permitting violation without automatic 
recourse to bingeing.
Secondly, subjects' reports in their diaries suggested that there
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were days or situatiois Wien they knew that they could cope with 
violating their diet without risking cotplete loss of control.
This occured for example in a situation Wiere they did not feel 
responsible for the violation (at a vædding or Wien they accepted 
a forbidden food rather than give offence by a refusal), or Wien 
they felt sufficiently in control of themselves to know that a single 
minor violation would satis:fy their eating urge. It is therefore 
hypothesised that the cognitive construal of the eating event partially 
determined whether a slip remained a slip of turned into a binge.
On those occasions Wien the slip was seen as further evidence of a 
subject's weakness it was liable to lead to a major violation but 
Wien it was seen as within their control it did not.
This hypothesis is supported by the finding of a strong relationship 
betv^en efficacy levels and eating behaviours (see Table 17 and Figure 5). 
Subjects felt more efficacious on those days Wien they had not 
violated their diets than on the days Wien they had.
Furthermore there was a progressive relationship betveen the nature of 
the violation and the degree of efficacy: . major violations resulted 
in a greater decrease in levels of efficacy. However, because of 
the retrospective nature of the diary, the precise relationship between 
efficacy levels and eating behaviour is difficult to establish: are
low levels of efficacy the result of major diet violations or do 
they lead to them? Further research, is needed in order to establish 
the order of this relationship, before the causal effects of lowered 
efficacy in Marlatt & Gordcxi's (1979) model, can be established.
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Again there was evidence that the severe group of bingers were 
qualitatively different in their efficacy attributions than the 
other two groups. Severe bingers displayed the same levels of 
efficacy whether they were abstinent- or had committed minor diet 
violations. There was a further significant drop only Wien they 
committed major violations such , as eating, too much throughout the 
day or bingeing. By contrast, the constrained bingers' scores 
were more sensitive to their eating behaviour and they displayed 
significantly higher levels of efficacy following abstinence, Wiile 
their efficacy levels quickly dropped once, they had violated their 
diet.
The differences between the severe groip and the other groups could 
be attributed to the number of abstinent days experienced ly each. 
While the severe group averaged 4 abstinent days out of 14, the 
contrained groip averaged 7.4. days (and this mean was levered by 
one deviant score) and the moderate group 6.2 days. Ey contrast 
the severe groip averaged 6.2. major violations Wiile the constrained 
group averaged 1.4. and the moderate group 3. The severe group 
therefore had evidence that they were unlikely to maintain abstinence 
once they had achieved it and it was not surprising that eating 
behaviour had relatively minor effects on efficacy levels. By 
contrast, the constrained group had evidence that they could maintain 
their diet, and therefore diet violations were more likely to result 
in cognitive dissonance and more profound psychological effects.
With respect to the way that subjects attributed the causes of their 
behaviour, the current results confirm the hypothesis that binge- 
eaters tend to attribute their failures internally. However, there
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was no evidence that they conversely attributed their successes 
more frequently to circumstances (although they did so more 
frequently than Wien they had failed). The tendency to attribute 
failures to internal veaknesses is .likely to result in feelings of 
anxiety or frustration, which can be allayed ty the act of eating.
Again, there were cŒisiderable differences between the severe and 
constrained groups (the moderate group .behaved more like the severe 
grorp on this occasion). Subjects who binged most frequently made 
the most frequent attributions (of. success or failure) to themselves, 
Wiile constrained subjects made the fewest self-attributicxis.
However, the contrast between self and circumstance attributions of 
failures was far greater for the. severe group than for either the 
moderate or constrained groups, and. it can therefore be argued that 
severe bingers blamed themselves for their weaknesses disprqportionally 
more often than did the other groups.
Although the precise relationship between attributions and eating 
behaviour is not established, the results frcm the current stuK^ 
suggest that those with the most severe problems, Wio have repeated 
evidence of their inability to execute a planned behaviour, are 
most likely to attribute their failures to. themselves and to feel 
depressed prior to major diet violations. Possible reasons for 
this are twofold; firstly, attributions of self blame may be 
associated with a life-long effort to be slender. The view held 
ly health professionals and society is that the ability to control 
food intake and bodyweight is a symbol or index of the ability to 
control life in general; that slenderness, and by definition 
abstinence, represents not only beauty, but also health and a
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disciplined lifestyle. (see Wooley & Vfooley, 1980) Secondly, 
obesity, and by iirplication bingeing, is considered a voluntary 
condition and obese individuals are stigmatised by sociely for their 
supposed lack of control. The wcmen in the severe group, with 
early onset obesity have been conditioned for many years by the 
media and by health professionals, to view diet violations as 
evidence of personal weakness, and it is therefore not surprising 
that their cwn beliefs conform with these standards.
The stuc^ raises issues , about hew and Wien people actually make 
attributions of causality. Only 64% of situations ^ ^re categorised 
as being definitely attributable to self or circumstances, the rest 
could be classified as non-attributions. . Although, a major goal of 
therapy is to help clients reattribute their experiences, this study 
suggests that seme clients may need assistance in classifying events 
within an attribution framework in order to reconceptialise then 
and enable therapy to procédé.
C. A Cognitive-Behavioural Model of Diet Violation
A cognitive behavioural analysis of diet violations in a binge-eating 
sanple suggests a model not dissimilar to Marlatt & Gordon's (1979) 
model of relapse for alcoholics, but in Wiich the starting-point in the 
sequence is a prior eating behaviour rather than a high-risk 
situation (see Figure 9). This model is the logical extension of the 
findings in the current study,. Wiich are supported by anecdotal 
evidence frcm the subjects themselves. On a number of occasions 
subjects suggested that the creation of a high-risk situation was 
in fact the result of a series of mini-decisions related to cognitive
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factors and prior eating behaviour. Within this framework the 
act of bingeing can be seen as a self-maintaining behaviour, vAiere 
reactions to previous diet violations result in internal attributions 
of failure, leading to depressive mood and lowered levels of efficacy. 
In these circumstances, ccping strategies will either not be attempted, 
or will be ineffectively carried out in the face of high risk situation. 
At this point the model can be incorporated into Marlatt & Gordon's
(1979) model of relise (see Figure 1).
Further research is needed to establish the relevance of this model, 
and it is advocated that in doing so subjects start at a cannon 
behavioural point, eg. the first day after a binge, or the first 
day of abstinence, in order to corply with the suggestions referred 
to in Section 2.
5. IMPLICATiasIS FŒI TREAIMENT
The current results implicate treatment strategies for both obesity 
(as a preventative measure) and for binge-eating.
A. Treatment of Obesity
As noted by Hawkins & Clement (1980) binge-eating is frequently a 
direct carplication and result of dieting, although it may be 
preceded by many years of dietary restriction. The treatment of 
obesity can therefore of itself be iatrogenic in that it can result 
in the more deviant and potentially more dangerous behaviour of 
bingeing.
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But before discussing changes in treatment regimes for the obese, 
it is necessary to consider such treatments within the wider 
framework of a culture ^ ich places a value on the slenderness of 
women. The definition of problems and acceptable solutions is 
heavily influenced by this value, and women, experience both social 
and medical pressures to conform with a slender ideal It is the 
constant effort by wcmen to change their bodies, and a failure to 
do so, v^ch seems to create emotional problems. As Wooley & Wooley 
(1980) note, failure to achieve slenderness "is attributed to personal 
shortcomings. Once having failed it is not easy to leave the arena 
with self-esteem intact" (p 145). Most treatments for obesity conform 
with the cultural view and treat obese wamen as having a voluntary 
condition: this encourages the obese to infantilise.themselves by
basing their entire self-worth on vhether they've been "a good girl" 
ie. not violated their diet.
The reality is that most treatments for obesity have largely proved 
ineffective, and the conditiŒi has proved to be amongst the most 
refractory of disorders. Stunkard & Pennick (1979) conclude that 
"Enough follow-up studies have been conducted to permit a disturbing 
conclusion: most obese people regain most of the v^ight they have 
lost in most treatments for obesity" . (p 801). Furthermore, treatment 
itself is not without hazards: Hall & Havassy (dted in Wooley &
Wooley, 1980) found evidence that repeated gains and losses of wei^t 
put strains on the cardiovascular system and lead to increased deposits 
of cholesterol. As has been noted, emotional disturbance can also 
be a direct complication of failure to lose vBight successfully.
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So how should treatments for obesiiy be changed in order to avoid 
the possibility of bingeing and associated emotional disorders?
A re-evaluation in three areas is required: firstly, methods of
weight-loss, secondly the attitude of health professionals toward the 
obese, and thirdly, the attitude of the obese towards themselves.
1. Evidence from this and other studies suggests strongly that the 
obese be cautioned against diets ^ ich decrease their autanany
(eg. the Vfeight- Watchers' Diet) and vhich fail to take account of 
their personal preferences and lifestyle. The obese should be 
encouraged to set their own standards and decide for thenselves the 
foods they vd.ll eat vhilst dieting rather than accept diets irrposed 
on them by others. For those vd.th a relatively small amount of weight 
to lose, and vho are young enough, exercise prograirmes could be 
considered in preference to diets as a means of losing weight vd.thout 
risking the hazards of chronic high restraint. (see Wardle & Beinart, 
1981).
2. Health professionals can still. on the vhole be divided into those 
vho feel an overriding responsibility to do something - to "attack 
(Obesity" (Lasagna, 1974) , and those vho have become disillusioned
iy the refractory nature-of a disorder vhich they see as the result 
of personal shortcomings. Both groups put pressure on their patients, 
vhich is frequently interpreted by the patient as further evidence of 
her own lack of ability to control her life, and vhich encourages 
attributions of failure vhich are self-destructive. . Those dealing 
with the obese have a unique opportunity to counter many of the 
cultural pressures which demand slenderness as the ideal; to help
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their clients or patients come to terms with a less-than-perfect 
physique, vÆiile helping than to take a more balanced view of their 
successes and failures in life. It is not recamiended that attaipts 
at weight-reduction be abandoned, but that they are reframed within 
the context of the obese person’s overall lifestyle.
3. Perhaps the most difficult of all, women, themselves have the 
ohoice of accepting or rejecting the cultural ideal of slimness and 
the values inbued in this. Currently such views are generally held 
by a minority of feminists (eg. Orbaoh, 1978) and as Wooley & Wooley
(1980) note, it is difficult to leave the arena with self-esteem intact. 
However, for those women, with a lifelong history, of obesity and chronic 
high restraint, that decision might well spare them the further distress 
of bingeing or other eating problems.
B. The Treatment of Bingeing
Wilson (1976) notes that standard behavioural treatments for obesity 
are not necessarily indicated for obese bingers. In an uncontrolled 
report of six obese binge-eaters, Wilson found that between binges his 
subjects displayed an eating style at variance with the "obese" style 
on vAiich the t^ical behavioural programme is predicated, and that 
standard behaviour treatments failed to affect the frequency of intensity 
of binges. He concluded that "v^ight loss appears to be the consequence 
of better adjustment, not a precondition" ( p 701) and suggested that 
treatment should errphasise self-acceptance and effective coping skills. 
Stunkard (1980) too views the condition as one '^ fjhlcb. does not respond 
to usual medical management, and stresses attention on events and feelings
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\^ iicih provoke episodes of evereating.
Both of these authors illustrate a dawning awareness by health professionals 
that the obese binge-eater had two problems - her obesity and her 
binge-eating. In attempting to. cure the obesity, binge-eating may 
at best enter temporary remission, at worst the condition will deteriorate; 
in attempting to cure binge-eating, obesity may increase. This is 
a dilatma for both the patient and those trying to help her.
Addressing the issue of obesity first: Qrbach's (1978) aetiological
theory incorporates a fear of thinness as a major cause of obesity and 
she makes the assurrption that when dieting and bingeing cease, a normal 
weight will follow. Hov^ ver, as Wardle & Beinart (1981) note, this 
has yet to be confirmed outcome data, although the notion itself 
has intuitive appeal.
Wardle and Beinart (1981) addressing the issue of which area of 
difficulty to approach first (bingeing or obesity) emphasise the importance 
of reducing dietary restraint as a central feature of any treatment 
approach, and the results of this study confirm their conclusions.
Such an approach stands in contrast, to the usual treatment regimes for 
obesity, which result in an increased, level of restraint. Wardle &
Beinart, however go so far as to argue that "given a previous history 
of bingeing, further dieting would be contra-indicated". However,
Wardle (pers. cosrm) admits that this statement was based on a small 
number of severe bingers who were followed rp over a short period. It 
remains to be seen whether all dietary restriction would be contra­
indicated following a binge-free period of several years: clinical
evidence suggests that would not.
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Wardle & Beinart (1981) propose an alternative approach as the 
resolution of these patients’ weight problems, and cite Gwinup (1975) 
who found an average weight loss of 221b after one year in his obese 
patients, following an exercise programme. However, as found in 
the current study, some bingers are massively obese, and while this 
approach may be highly appropriate for those who are one or two stones 
overv^ight, there would be a number of difficulties in applying it to 
the extremely overweight. Firstly, aerobic exercise itself may prove 
difficult or even dangerous; secondly, it is unlikely to produce 
sufficient weight-loss alone to generate enough rewards to maintain the 
programme, for those with perhaps six or ei^t stones to lose.
However, an exercise programme combined with a dietary programme 
specifically designed to minimise restraint could prove a long-term 
answer even for the massively obese. Such treatment could be carried 
out in groips, and it would be advisable to restrict these groups to 
obese binge-eaters in order to integrate treatment for binge-eating 
as v l^l.
With respect to the treatment of the bingeing problem. Loro & Orleans
(1981) in accordance with their comprehensive functional analysis of 
binge-eating in obesity suggest a broad-spectrum package of behavioural 
and cognitive interventzLons designed to modi:^ both the antiecedantis 
and consequences of bingeing. However, their package which includes 
anxiety-management, cognitive therapy, thought stopping, aversive 
conditioning and countei>-control strategies,, seems limited in its 
approach, paradoxically, by the ccnplexity of the suggested strategies, 
which somehow convey the impression that the patzLent herself could be 
lost amongst a barage of behavioural techniques. However, despite this
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criticism, their analysis is thorou^ and the results frcm the 
current research suggest that sane, if not all, of their techniques 
would prove useful for exairple the use of counter control strategies, 
and paradoxical intention (the use of programmed relapse).
Gormally et al (1982) take a more cognitive approach, arguing that 
treatment options should address the maladaptive thoughts of bingers.
The results of the current research (and clinical impressions too) 
suggest that these thoughts are not changed over a short treatment 
intervention, and that to change the faulty will-power attributions and 
rigid standards of a life-time involves a more long-term approach.
The vehicle for this could well be through group therapy, following 
initial individual therapy. Gomally and his co-workers note that 
treatment aimed at loosening excessive control over dieting standards 
(leading to increases in self-esteem), reduced bingeing; certainly 
a problem-solving group approach would facilitate this kind of cognitive 
restructuring.
Finally, Marlatt & Gordon (1979) have produced a comprehensive treatment 
package for the addictive behaviours, \Æiioh is a useful starting-point 
for any treatment programme (Figure 10) . This model imposes a structure 
on a multifaceted treatment programme, which deals wdth many of the 
areas addressed in the current stuc^ .
The results from this study of obese women bingers suggests that Marlatt 
& Gordon’s approach combined wn±h procedures designed to reduce restraint 
levels would form the basis for an effective treatment model of these 
patients. The current subjects were deficient in their employment 
of effective coping skills, unaware of situation determinants of 
relapse, and had generally lowered self-efficacy. As a result they 
were frequently unable to moderate or control their food intake.
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However, as noted previously, any treatment package for binge-eating 
in obese subjects must ronain cognissant of the aetiological factors 
associated with the disorder in each given patient. Those with 
primarily emotional problems need a very different approach frcm those 
vhose probiens are mainly associated with chronic high levels of 
restraint.
In the ireantirae, the common ground between binge-eating and other 
forms of addictive behaviours is undoubtedly a fruitful and interesting 
area of future research, and one vhich will suggest more common areas 
for treatment and analysis.
6. APPRAISAL OF THE INSTRUMENTS
A. The Binge-Eating Scale
While the B.E.S. seems to be a useful tool in descriminating those 
wcmen vho have eating prdblans from those vho do not, results from 
this study, suggest that its specific validity as a binge-eating 
instrument is not proven. There are two reasons for this. Firstly, 
two potential subjects lære excluded frcm the study because although 
they had B.E.S. scores of 33 and 31, on questionning it became apparent 
that they did not binge. They ate small amounts of food frequently 
throughout the day, but did not ingest sufficiently large amounts in 
one session to qualify as bingers. Secondly, there was no relationship 
found betv^en the frequency with vhich subjects recorded bingeing during 
diary-keeping and their scores on the B.E.S. as would be anticipated 
if the B.E.S. were an accurate predictor of bingeing severiiy. However, 
there was a positive correlation (r^  js .555 p ^ .05) between the
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number of major diet violations subjects recorded (ie. binges and 
"eating too much throughout the day") and their B.E.S. scores, Wiich 
does lend confirmation to the usefulness of the B.E.S. in discriminating 
those wcmen with eating (rather than specifically bingeing) problems 
frcm other obese persons.
As previously noted, the B.E.S. is not a v^ll-validated instrument, and 
this study was one of the first to use it for screening potential 
subjects. It is therefore worthy of note that subjects reported 
difficulty in answering seme questions on the B.E.S., indicating that 
these questions \7are ambiguous. The format for each question required 
that 3 or 4 graded statements were presented, one of viiich the subject 
selected as her answer.. Subjects particularly reported prdblens with nos, 
11 and 5 which they felt to be discordant or to contain statements vhich 
included more than one question. Although these ambiguities were 
easily clarified in the informal settings used in this study, in more 
formal settings (eg. classes of undergraduate students) they could result 
in partially or incorrectly completed questionna ires.
B. The Restraint Scale
The high levels of i^ estraint reported by nearly all those screened for 
this study was consonant with those anticipated given that the majority 
of potential subjects v^re members of diet groiç>s, and therefore 
currently attempting to restrict their intake.
The results frcm this stu(%r suggest that levels of restraint are 
useful in making general predictions about the extent of eating problems 
in persons attempting to control their intake. The positive correlation 
between subjects' scores on the B.E.S. and Restraint Scale suggests that 
the latter could be a useful tool in natural populations in selecting
out those with eating problems: the Restraint Scale is shorter,
easier to ccmplete and its purpose less obvious than the B.E.S.
However, given the current results, it is probable that only those 
scoring^ 22 points are at risk of having major eating problems and 
potential food-abusers would require further screening.
C. The Cognitive Factors Scale
Subjects' scores on the CFS (see Table 6) do not correlate with either 
their BES scores or the frequency of reported binges during diary-keeping. 
Two possible factors could account for this finding vàiich is discrepant 
with that reported by the Scale's authors, Gormally et al (1982).
Firstly, the discrepant results may be the consequence of differential 
saitpling: Gormally et al catpared the CFS scores of those with both
high and low BES scores, while the current results are based on a 
ccmparison of only those who. had BES scores of ^25. This did not 
enable a carplete correlation to be made. Secondly, the Scale may not 
be as .robust as Gormally et al's findings indicated, and it may not 
be effective in taping the cognitions reportedly observed by clinicians. 
More research is needed to establish the relevance of this instrument.
The finding that there was no within-subject correlation with 
respect to the carponent factors of the CFS challenges Gormally et al's 
(1982) proposition that binge eaters set both high standards for 
dieting and have low efficacy expectations. The evidence from this 
study suggests that binge eaters tend to have high standards 0£ low 
efficacy expectations, and that vÆiile sane subjects are "immoderate in 
both directions", others are immoderate in only one direction.
The nature of this difference may affect the course of bingeing behaviour 
or treatment strategies and thus is worthy of further investigation.
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Wliile this Instrument may prove useful in determining changes in 
clients' cognitions in response to an intervention programme, the 
equivocal results from its. use in this study suggest that more 
epidemiological research is required to confirm its validity as 
a research tool.
D. The Eating Profile and the Binge. Eating Questionnaire
As instruments for cognitive-behavioural assesanents these questionnaires 
proved to be thorough, and generated a considerable volume of information. 
However, they are both instruments that are best administered through 
the medium of a structured interview, and together take approximately 
1^  to 2 hours to carplete. The length of time required to administer 
these instruments currently reduces their usefulness in clinical practice, 
although it was not a handicap for research purposes. However, to 
generalise their use .into clinical practice requires a change of .fermât- 
This would consist of creating two further questionnaires, one 
containing all those questions which could be self-scored, the other which 
would require an interviewer to interpret or elaborate on the wnritten 
word. It is estimated that a 50% saving in interviewers' time could 
be achieved by this means.
E. The Eating Diary
Despite its initial semblance of carplexity, subjects reported few 
difficulties in carpleting the Eating Diary, and many reported that they 
had enjcyed keeping it. The Diary could well be used wdth clinical 
populations, and has the advantage that it does not require details
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of any food eaten; many bingers are extremely reluctant in the initial 
stages of treatment to record their food intake. However, once subjects 
are prepared to record intake, the diary would require the appendage 
of a daily intake chart. It is recommended that those giving the 
Diary to clients first administer the Binge-Eating Questionnaire: 
subjects in the study reported that they would have experienced 
difficulties with the Diary .had they not previously carpleted the 
Questionnaire. It is also recommended that clinician and client 
agree definitions of the various diet violations (eg. slip, binge) 
and that the clients have a written copy of the definitions in order 
to refer to it when doubtful about how to categorise eating behaviour.
7. SUGGESTIONS FOR FÜREHER RESEARCH
Suggestions for further research can be grouped within seven main 
areas.
(i). Because of the small number of subjects in this stuc^ the 
current findings with respect to the cognitive-behavioural analysis of 
binge-eating require replication. In doing so care should be taken 
to ensure that a more representative population of obese binge-eaters 
is used.
(ii). In replicating the study, consideration should be given 
to an alternative method of data analysis. Although highly sigrdf leant 
findings were obtained using conventional statistics, the current data 
would also have been responsive to a multi-variate analysis as exenplified 
by facet theory (Canter, 1983). The advantage of the latter analysis 
is that would permit an overview of the total pattern of relationships 
for given subjects across the various categories under investigation. 
Conventional statistics permit only cross-tabulations of each category
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of action with every other.
(iii). The current study suggests that there are consistent 
differences between subjects who .report early-onset obesity and those 
with later onset. This finding requires extension and replicatioi, 
as it has iirplications not only for an understanding of aetiological 
factors, but also for treatment of both binge-eating and obesity.
In particular, a consistent finding that women with early onset obesity 
are vulnerable to later bingeing problems would have implications for 
the treatment of juvenile and adolescent <±esity, eg. by ensuring that 
chronic high-restraint does not develop at an early age in these 
individuals.
(iv). Further research is also required to elucidate the relationship 
between the findings from addiction research and binge-eating research. 
The current study found areas ccnrnon to both, but it also found 
differences. A more careful examination of the relationship would 
indicate the usefulness of cannon treatment strategies, or even common 
treatment groups.
(v). The role of cognitions has not been clearly elucidated in the 
current study. Research is needed to explain eg. wÆiy the Abstinence 
Violation Effect occurs on sane days and not on others; or whether 
cognitions other than those of efficacy or attributions are important 
in mediating bingeing behaviour. To do this, more precise methods of 
tapping cognitions are required.
(vi). There are no epidemiological studies of the prevelance of 
eating disorders in obese populations. The current study suggests that 
eating disorders are not unccmmon in obese populations, however further
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research is needed to establish this.
(vii). Finally, validation studies of both the B.E.S. and the 
Cognitive Factors Scale are required. The results from the current 
study suggest that both ..scales have, weaknesses in their construction, 
which need to be remedied before they can be considered reliable 
research instruments.
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CHAPTER FIVE: SUMMARY & OCNCEUSIŒS
B 3 3
SUMMARY AND CmCLUSIONS
Sixteen obese women with moderate to severe binge-eating problems 
as assessed by Gormaly et al's (1982) Binge Eating Scale were asked 
to complete three questionnaires and to record their eating behaviour 
for two weeks: this generated information about the topography of,
and cognitive-behavioural factors associated with their eating problem. 
The results were analysed within the framework of Marlatt and Gordon's 
(1979) analysis of the onset, maintainence and relapse process in 
alcoholism, which researchers in the field proposed as a suitable 
model for the analysis of eating disorders.
Binge-eaters were found to have much in common with alcoholics and 
addicts investigated by Marlatt & Gordon. They responded to broadly 
similar high-risk situations, erployed few effective coping strategies, 
and had lew efficacy expectations of their ability to diet, and 
attributed diet violations to internal weakness. Additionally, these 
-bingers were found to have much in common with those described in the 
literature hy eg. Abraham & Beaumont (1982), with respect to the 
topography of their bingeing behaviour.
A particular feature of this study was the consistent and highly 
significant differences across most parameters between severe bingers 
(those bingeing è 3 times during diary-keeping) and the other subjects 
(moderate bingers, vAio binged 6 2 times during diary-keeping, and 
constrained bingers lAo did not binge during the record-keeping phase), 
This group displayed either qualitatively different or more extreme 
behaviour vAien compared with the other W o  groups. The differences are 
perhaps all the more remarkable, given that the groups consisted of only
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5, 6 and 5 members respectively. It was hypothesised that the severe 
group, who reported a significantly earlier onset of cbesiiy, had a 
weight problem of metabolic/genetic origin; their failure to resolve 
this had resulted in increasing, desperation about regaining control of 
their eating behaviour.
Although the sample sizes in this stu<^ - were small, the findings were 
of sufficient significance and consistency to generate ideas for further 
research based on a further caiparison of early-onset obesity individuals 
and others with late-cnset cbesity who had develcped binge-eating problems,
A cognitive-behavioural model based on Marlatt & Gordon's (1979) model 
was proposed, with modifications relating to-the specific problems of 
obese binge-eaters, to take account of the current findings.
The findings of this study suggest that factors associated with binge- 
eating in obese subjects are not entirely constant with those for normal- 
weight and anorectic populations. Severe obese binge-eaters were found 
to have prcblans associated with p^chological distress and poor self­
esteem, unlike those in the literature describing normal-weight 
subjects, (Palmer, 1979; Russell, 1979), who had severe psychological 
problems. For many obese binge-eaters their behaviour appeared to be
a response to prolonged and chronic dietary restraint, combined with 
lack of success at dieting and the stigma associated with obesity.
By carparison, Fairbum (1982 (b) ) and others suggest that normal- 
weight bingers respond to emotional problems, and short-term dietary 
restraint.
There would, therefore, appear to be sufficient grounds for proposing 
that different methods of treatment be employed for obese binge-eaters.
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to deal with issues such as chronic poor self-esteem, unrealistic 
expectations of their ability to lose weight and re-attribution of 
past failures. Any treatment employed must take account of the 
dual problem of these wcmen, ie. their obesity and their eating 
problem, and ensure that improvement in one area does not result 
in disproportionate deterioration in the other.
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M A T E R IA L  REDACTED A T  REQUEST OF UNIVERSITY
APPENDIX I I :  THE BINGE-EATING SCALE (GORMALLY et al 1982)
B e lo w  a r e  g r o u p s  o f  n u m b e re d  s t a t e m e n t s .  R e ad  a i l  t h e  s t a t e m e n t s  
n e a c h  g r o u p  an d  c i r c l e  on t h i s  s h e e t  t h e  o n e  t h a t  b e s t  d e s c r i b e s  t h e  
a y  y o u  f e e l  a b o u t  a n y  p r o b l e m s  y o u  h a v e  c o n t r o l l i n g  y o u r  e a t i n g  b e h a v i o u r .
d o n ' t  f e e l  s e l f - c o n s c i o u s  a b o u t  my w e i g h t  o r  b o d y  s i z e  w hen I ’ m w i t h  o t h e r s ,  
f e e l  c o n c e r n e d  a b o u t  how I  l o o k  t o  o t h e r s ,  b u t  i t  n o r m a l l y  d o e s  n o t  m a ke  
e f e e l  d i s a p p o i n t e d  w i t h  m y s e l f .
do g e t  s e l f - c o n s c i o u s  a b o u t  my a p p e a r a n c e  a n d  w e i g h t  w h i c h  m a k e s  me f e e l  
i s a p p o i n t e d  i n  m y s e l f .
f e e l  v e r y  s e l f - c o n s c i o u s  a b o u t  my w e i g h t  a n d  f r e q u e n t l y ,  I  f e e l  i n t e n s e  
hame a n d  d i s g u s t  f o r  m y s e l f .  I  t r y  t o  a v o i d  s o c i a l  c o n t a c t s  b e c a u s e  o f  
y s e l f - c o n s c i o u s n e s s .
d o n ’ t  h a v e  a n y  d i f f i c u l t y  e a t i n g  s l o w l y  i n  t h e  p r o p e r  m a n n e r .
I t h o u g h  I  seem  t o  " g o b b l e  d ow n " f o o d s ,  I  d o n ’ t  e n d  u p  f e e l i n g  s t u f f e d  
e c a u s e  o f  e a t i n g  t o o  m u ch .
t  t i m e s ,  I  t e n d  t o  e a t  q u i c k l y  a n d  t h e n ,  I  f e e l  u n c o m . f o r t a b l y  f u l l  
f t e r w a r d s .
h a v e  t h e  h a b i t  o f  b o l t i n g  down f o o d ,  w i t h o u t  r e a l l y  c h e w i n g  i t .  When  
h i s  h a p p e n s  I  u s u a l l y  f e e l  u m c o m f o r t a b l y  s t u f f e d  b e c a u s e  I ’ v e  e a t e n  t o o  
lu c h .
f e e l  c a p a b l e  t o  c o n t r o l  my e a t i n g  u r g e s  w hen I  w a n t  t o .
f e e l  l i k e  I  h a v e  f a i l e d  t o  c o n t r o l  my e a t i n g  m o re  t h a n  t h e  a v e r a g e  p e r s o n
f e e l  u t t e r l y  h e l p l e s s  when i t  com es t o  f e e l i n g  i n  c o n t r o l  o f  my e a t i n g  
i r g e s .
S ecause I  f e e l  so  h e l p l e s s  a b o u t  c o n t r o l l i n g  my e a t i n g  I  h a v e  b eco m e v e r y
l e s p e r a t e  a b o u t  t r y i n g  t o  g e t  i n  c o n t r o l .
: d o n ' t  h a v e  t h e  h a b i t  o f  e a t i n g  w hen I ’ m b o r e d .
; s o m e t im e s  e a t  when I ' m  b o re d - ,  b u t  o f t e n  I ’ m a b l e  t o  " g e t  b u s y "  a n d  g e t  
iy m in d  o f f  f o o d .
; h a v e  a r e g u l a r  h a b i t  o f  e a t i n g  \>Jr\er\ I ’ m b o r e d ,  b u t  o c c a s i o n a l l y ,  I  c a n  
ise  some o t h e r  a c t i v i t y  t o  g e t  my m in d  o f f  e a t i n g .
; h a v e  a  s t r o n g  h a b i t  o f  e a t i n g  w hen  I ’ m b o r e d . N o t h i n g  se em s t o  h e l p  me 
i r e a k  t h e  b a b i t .
i ’ m u s u a l l y  p h y s i c a l l y  h u n g r y  w he n  I  e a t  s o m e t h i n g .
) c c a s i o n a l l y , I  e a t  s o m e t h i n g  on i m p u l s e  e v e n  t h o u g h  I  r e a l l y  am n o t
j u n g r y ,
! h a v e  t h e  r e g u l a r  h a b i t  o f  e a t i n g  f o o d s ,  t h a t  I  m i g h t  n o t  r e a l l y  e n j o y ,
:o s a t i s f y  a  hu-ngry  f e e l i n g  e v e n  t h o u g h  p h y s i c a l l y ,  I  d o n ' t  n e e d  t h e  f o o d
iv e n  t h o u g h  I ' m  n o t  p h y s i c a l l y  h u n g r y ,  I  g e t  a  h u n g r y  f e e l i n g  i n  my m o u t h
: h a t  o n l y  seem s t o  b e  s a t i s f i e d  w hen I  e a t  a f o o d ,  l i k e  a  s a n d w i c h ,  t h a t  
■ i l l s  my m o u t h .  S o m e t i m e s ,  w hen  I  e a t  t h e  f o o d  t o  s a t i s f y  rny m o u th  h u - n g e r , 
i t h e n  s p i t  t h e  f o o d  o u t  so t h a t  I  w o n ’ t  g a i n  w e i g h t .
d o n ’ t  f e e l  a n y  g u i l t  o r  s e l f - h a t e  a f t e r  I  o v e r e a t ,  
t e r  I  o v e r e a t ,  o c c a s i o n a l l y  I  f e e l  g u i l t  o r  s e l f - h a t e .
.most a l l  t h e  t i m e  I  e x p e r i e n c e  s t r o n g  g u i l t  o r  s e l f - h a t e  a f t e r  I  
' e r e a t .
d o n ’ t  l o s e  t o t a l  c o n t r o l  o f  my e a t i n g  when d i e t i n g  e v e n  a f t e r  p e r i o d s  
le n  I  o v e r e a t .
] m e t im e s  w hen  I  e a t  a  " f o r b i d d e n  f o o d ” on a  d i e t ,  I  f e e l  l i k e  I  " b l e w  i t  
id  e a t  e v e n  m o r e .
r e q u e n t l y ,  I  h a v e  t h e  h a b i t  o f  s a y i n g  t o  m y s e l f ,  " I ' v e  b lo w n  i t  n o w ,  why  
Dt g o  a l l  t h e  w a y "  w hen  I  o v e r e a t  on a d i e t . When t h a t  h a p p e n s  I  e a t  e v e n  
o r e .
h a v e  a  r e g u l a r  h a b i t  o f  s t a r t i n g  s t r i c t  d i e t s  f o r  m y s e l f ,  b u t  I  b r e a k  t h e  
i e t s  b y  g o i n g  on a n  e a t i n g  b i n g e .  My l i f e  seem s t o  b e  e i t h e r  a  f e a s t  o r  
f a m i n e . "
r a r e l y  e a t  so  much f o o d  t h a t  I  f e e l  u n c o m f o r t a b l y  s t u f f e d  a f t e r w a r d s ,  
s u a l l y  a b o u t  o n c e  a m o n t h ,  I  e a t  s u c h  a  q u a n t i t y  o f  f o o d ,  I  e n d  up  
e e l i n g  v e r y  s t u f f e d .
h a v e  r e g u l a r  p e r i o d s  d u r i n g  t h e  m o n th  w hen I  e a t  l a r g e  a m o u n ts  o f  f o o d ,  
i t h e r  a t  m e a l t i m e  o r  a t  s n a c k s ,  
e a t  so  much f o o d  t h a t  I  r e g u a l r l y  f e e l  q u i t e  u n c o m f o r t a b l e  a f t e r  e a t i n g  
nd s o m e t im e s  a  b i t  n a u s e o u s .
ly l e v e l  o f  c a l o r i e  i n t a k e  d o e s  n o t  g o  up v e r y  h i g h  o r  go down v e r y  l o w  
n a r e g u l a r  b a s i s .
o m e t i m e s  a f t e r  I  o v e r e a t ,  I  w i l l  t r y  t o  r e d u c e  my c a l o i e  i n t a k e  t o  
i lm o s t  n o t h i n g  t o  c o m p e n s a t e  f o r  t h e  e x c e s s  c a l o r i e s  I ’ v e  e a t e n .
h a v e  a  r e g u l a r  h a b i t  o f  o v e r e a t i n g  d u r i n g  t h e  n i g h t .  I t  seem s t h a t  my 
o u t i n e  i s  n o t  t o  b e  h u n g r y  i n  t h e  m o r n i n g  b u t  o v e r e a t  i n  t h e  e v e n i n g ,  
n my, a d u l t  y e a r s ,  I  h a v e  h a d  w e e k - l o n g  p e r i o d s  w h e r e  I . p r a c t i c a l l y  
t a r v e  m y s e l f .  T h i s  f o l l o w s  p e r i o d s  w hen  I  o v e r e a t .  I t  seem s I  l i v e  a  
i f e  o f  e i t h e r  " f e a s t "  o r  f a m i n e . "
! u s u a l l y  am a b l e  t o  s t o p  e a t i n g  w hen  I  w a n t  t o .  I  know  w hen  " e n o u g h  i s  
m o u g h " .
i v e r y  s o  o f t e n ,  I  e x p e r i e n c e  a c o m p u l s i o n  t o  e a t  w h i c h  I  c a n ’ t  seem  t o  
: o n t r o l .
• r e q u e n t l y ,  I  e x p e r i e n c e  s t r o n g  u r g e s  t o  e a t  w h i c h  I  seem  u n a b l e  t o  
c o n t r o l ,  b u t  a t  o t h e r  t i m e s  I  c a n  c o n t r o l  my e a t i n g  u r g e s .
f e e l  i n c a p a b l e  o f  c o n t r o l l i n g  u r g e s  t o  e a t .  I  h a v e  a f e a r  o f  n o t  b e i n g  
a b le  t o  s t o p  e a t i n g  v o l u n t a r i l y .
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L d o n ’ t  h a v e  a n y  p r o b l e m  s t o p p i n g  e a t i n g  w hen  I  f e e l  f u l l .
[ u s u a l l y  c a n  s t o p  e a t i n g  w hen I  f e e l  f u l l  b u t  o c c a s i o n a l l y  o v e r e a t  l e a v i n g  
ne f e e l i n g  u n c o m f o r t a b l y  s t u f f e d .
[ h a v e  a  p r o b l e m  s t o p p i n g  e a t i n g  o n c e  I  s t a r t  a n d  u s u a l l y  I  f e e l  u n c o m -  
- o r t a b l y  s t u f f e d  a f t e r  I  e a t  a  m e a l .
b e c a u s e  I - h a v e  a p r o b l e m  n o t .  b e i n g  a b l e  t o  s t o p  e a t i n g  w hen  I  w a n t ,  I
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w hen  I ’ m b y  m y s e l f .
n e t i m s s ,  when I ’ m w i t h  o t h e r  p e r s o n s ,  I  d o n ' t  e c t  a s  much as  I  w a n t  t o
t b e c a u s e  I ’ m s e l f - c o n s c i o u s  a b o u t  my e a t i n g .
s q u e n t l y , I  e a t  o n l y  a s m a l l  a m o u n t  o f  f o o d  when o t h e r s  a r e  p r e s e n t ,  
: a u s e  I ’ m v e r y  e m b a r r a s s e d  a b o u t  my e a t i n g .
■ e e l  so  as h a m e d  a b o u t  o v e r e a t i n g  t h a t  I  n i c k  t i m e s  t o  o v e r e a t  w hen  I
)w no o n e  w i l l  s e e  m e .  I  f e e l  l i k e  a ’’ c l o s e t  e a t e r . ’’
; a t  t h r e e  m e a l s  a  d a y  w i t h  o n l y  an  o c c a s i o n a l  b e t w e e n  m e a l  s n a c k ,  
t a t  3 m e a l s  a  d a y ,  b u t  I  a l s o  n o r m a l l y  s n a c k  b e t w e e n  m e a l s ,  
n I  am s n a c k i n g  h e a v i l y ,  I  g e t  i n  t h e  h a b i t  o f  s k i p p i n g  r e g u l a r  m e a l s ,  
r e  a r e  r e g u l a r  p e r i o d s  w hen I  seem t o  b e  c o n t i n u a l l y  s a t i n g ,  w i t h  no  
n n e d  m e a l s .
o n ’ t  t h i n k  much a b o u t  t r y i n g  t o  c o n t r o l  u n w a n t e d  e a t i n g  u r g e s .
l e a s t  some o f  t h e  t i m e ,  I  f e e l  my t h o u g h t s  a r e  p r e - o c c u p i e d  w i t h  t r y i n g
c o n t r o l  my e a t i n g  u r g e s .
s e l  that frequently I  spend much time thinking about how much I  ate or 
Jt trying not to eat anymore.
seems t o  me t h a t  m o s t  o f  my w a k in g  h o u r s  a r e  p r e - o c c u p i e d  b y  t h o u g h t s  
s a t i n g  o r  n o t  s a t i n g .  I  f e e l  l i k e  I ’ m c o n s t a n t l y  s t r u g g l i n g  n o t  t o  e a t
) n ' t  t h i n k  a b o u t  f o o d  a g r e a t  d e a l .
iv e  s t r o n g  c r a v in g ^ s  f o r  f o o d  b u t  t h e y  l a s t  o n l y  f o r  b r i e f  p e r i o d s  o f
ive  d a y s  w hen I  c a n ’ t  seem  t o  t h i n k  a b o u t  a n y t h i n g  e l s e  b u t  f o o d ,  
o f  my d a y s  seem t o  b e  p r e - o c c u p i e d  w i t h  t h o u g h t s  a b o u t  f o o d .  I  f e e l  
I  l i v e  t o  e a t .
u a l l y  know w h e t h e r  o r  n o t  I ’ m p h y s i c a l l y  h u n g r y ,  I  t a k e  t h e  r i g h t  
i o n  o f  f o o d  t o  s a t i s f y  m e .
s i o n a l l y ,  I  f e e l  u n c e r t a i n  a b o u t  k n o w in g  w h e t h e r  o r  n o t  I ’ m p h y s i c a l l y  
r y . A t  t h e s e  t i m e s  I t ’ s h a r d  t o  know how much f o o d  I  s h o u l d  t a k e  t o  
s f y  m e .
t h o u g h  I  m i g h t  kn o w  how many c a l o r i e s  I  s h o u l d  e a t ,  I  d o n ’ t  h a v e  a n y  
w h a t  i s  a ’’n o r m a l "  a m o u n t  o f  f o o d  f o r  m e.
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APPENDIX I I I :  THE REVISED RESTRAINT SCALE (HERMAN & POLIVY, 1979)
B e lo w  a r e  a  n u m b e r  o f  q u e s t i o n s .  P l e a s e  r e a d  th e m  a n d  a n s w e r  e a c h  
a s  y o u  f e e l  i t  a p p l i e s  t o  y o u .
V o f t e n  a r e  y o u  d i e t i n g ?  ( C i r c l e  o n e  ;
/ e r  R a r e l y  S o m e t im e s  U s u a l l y  A l w a y s
Lch b e s t  d e s c r i b e s  y o u r  b e h a v i o u r  a f t e r  y o u  h a v e  e a t e n  a  " n o t  a l l o w e d "  
]d w h i l e  on y o u r  d i e t ?
R e t u r n  t o  d i e t
S t o p  e a t i n g  f o r  a n  e x t e n d e d  p e r i o d  o f  t i m e  i n  o r d e r  t o  c o m p e n s a t e  
C o n t i n u e  on a s p l u r g e ,  e a t i n g  o t h e r  " n o t  a l l o w e d "  f o o d s
at i s  t h e  m axim um  a m o u n t  o f  w e i g h t  y o u  h a v e  e v e r  l o s t  w i t h i n  o n e  
i t h ?  ( C i r c l e  o n e ]
!• 5 - 9  1 0 - 1 4  1 5 - 1 9  2 0 +  p o u n d s
3t i s  y o u r  maximum w e i g h t  g a i n  w i t h i n  a w ee k?  ( C i r c l e  o n e )
l o l - 2  2 . 1 - 3  3 . 1 - 5  5 . 1 +  p o u n d s
a t y p i c a l  w e e k ,  how much d o e s  y o u r  w e i g h t  f l u c u e t e ?  
jx im um  -  M in im u m )
l i d  a w e i g h t  f l u c t u a t i o n  o f  5 1 b s  e f f e c t  t h e  way y o u  l i v e  y o u r  l i f e ?  
. r c l e  o n e )
: a l  a l l  S l i g h t l y  M o d e r a t e l y  V e r y  much
y o u  e a t  s e n s i b l y  i n  f r o n t  o f  o t h e r s  a n d  s p l u r g e  a l o n e ?  
r c l e  o n e )
' e r  R a r e l y  O f t e n  A l w a y s
y o u  g i v e  t o o  m uch t i m e  a n d  t h o u g h t  t o  f o o d ?  ( C i r c l e  o n e )  
e r  R a r e l y  O f t e n  A lw a y s
y o u  h a v e  f e e l i n g s  o f  g u i l t  a f t e r  o v e r e a t i n g ?  ( C i r c l e  o n e l  
e r  R a r e l y  O f t e n  A lw a y s
’ c o n s c i o u s  a r e  y o u  o f  w h a t  y o u ’ r e  e a t i n g ?  ( C i r c l e  o n e )  
a t  a l l  S l i g h t l y  M o d e r a t e l y  E x t r e m e l y
t  i s  y o u r  maximum w e i g h t  e v e r ?  
m any p o u n d s  o v e r  y o u r  d e s i r e d  w e i g h t  w e r e  y o u  a t  y o u r  maximum?
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APPENDIX IV : REVISED LIFE  QUESTIONNAIRE
The p u r p o s e  o f  t h i s  q u e s t i o n n a i r e  i s  t o  o b t a i n  a p i c t u r e  o f  y o u r  
b a c k g r o u n d  w h i c h  w i l l  a s s i s t  n e  i n  u n d e r s t a n d i n g  a l i t t l e  m o re  a b o u t  
y o u r  l i f e  i n  g e n e r a l .
GENERAL 
Name :
A d d r e s s  :
D a t e
V .  W e i g h t ;  v i .  A g e :
T e l e p h o n e  No:
I’e i g h t :
O c c u p a t i o n :
\lame o f  G . P .  :
\ / i t h  whom do y o u  now l i v e ?  ( L i s t  p e o p l e )
JO y o u  l i v e  i n  a h o u s e ,  h o t e l ,  f l a t ,  ro o m  e t c ?
l a r i t a l  s t a t u s  ( c i r c l e  o n e ) ;  S i n g l e  E n r a g e d  M a r r i e d  R e m a r r i e d
S e p a r a t e d  D i v o r c e d  W id o w e d  C o h a b i t i n g  
: f  m a r r i e d .  H u s b a n d 's  o c c u p a t i o n :
'ERSONAL
, i s t  y o u r  f i v e  m a in  f e a r s
n d e r l i n e  a n y  o f  t h e  f o l l o w i n g  t h a t  may a p p l y  t o  y o u :
e a d a c h e s  
a l p i t a t i o n s  
o w e l  d i s t u r b a n c e s  
i g h t m a r e s  
s e l  t e n s e  
s p r e s s i o n  
t a b l e  t o  r e l a x  
Dn’ t  l i k e  w e e k e n d s  
Dn’ t  l i k e  h o l i d a y s  
a n ' t  m a ke  f r i e n d s  
a n ’ t  k e e p ' a  j o b
F i n a n c i a l  p r o b l e m s  
D i z z y n e s s  
S to m a c h  t r o u b l e  
F a t i g u e
T a k e  s e d a t i v e s  
F e e l  p a n i c k y  
S u i c i d a l  i d e a s  
S e x u a l  p r o b l e m s  
O v e r  a m b i t i o u s  
I n f e r r o r i t y  f e e l i n g s  
M em ory  p r o b l e m s
F a i n t  s p e l l s
I n s o m i n a
A l c o h o l i s m
T r e m o r s
R a k e  d r u g s
S h y  w i t h  p e o p l e
C a n ’ t  m a ke  d e c i s i o n s
Home c o n d i t i o n s  b a d
U n a b l e  t o  h a v e  g o o d  t i m e
C o n c e n t r a t i o n  d i f f i c u l t i e s
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J n d e r l i n e  a n y  o f  t h e  f o l l o w i n g  w o r d s  w h i c h  a p p l y  t o  y o u :
A / o r t h l e s s ,  u s e l e s s ,  a ' n o b o d y ' ,  ' l i f e  i s  e m p t y ' ,  i n a d e q u a t e ,  s t u p i d ,  
i n c o m p e t e n t ,  n a i v e ,  ' c a n ' t  do a n y t h i n g  r i n h t ’ , g u i l t y ,  e v i l ,  m o r a l l y  w r o n g ,  
h o r r i b l e  t h o u g h t s ,  h o s t i l e ,  f u l l  o f  h a t e ,  a n x i o u s ,  a g i t a t e d ,  c o w a r d l y , 
u n a s s e r t i v e ,  p a n i c k y ,  a g g r e s s i v e ,  u . g l y ,  d e f o r m e d ,  u n a t t r a c t i v e ,  r e p u l s i v e ,  
d e p r e s s e d ,  l o n e l y ,  u n l o v e d ,  m i s u n d e r s t o o d ,  b o r e d ,  r e s t l e s s ,  c o n f u s e d ,  
j n c o n f i d e n t , i n  c o n f l i c t ,  f u l l  o f  r e g r e t s ,  w o r t h w h i l e , s y m p a t h e t i c ,  
i n t e l l i g e n t ,  a t t r a c t i v e ,  c o n f i d e n t ,  c o n s i d e r a t e .
O t h e r s  :
^ r e s e n t  i n t e r e s t s ,  h o b b i e s ,  a c t i v i t i e s :  
how i s  m o s t  o f  y o u r  f r e e  t i m e  o c c u p p i e d ?
h h a t  i s  t h e  h i g h e s t  e d u c a t i o n a l  q u a l i f i c a t i o n  t h a t  y o u  h a v e ?  
( C S E ’ s ,  G C E 's ,  C e r t i f i c a t e s ,  D e g r e e )
Do y o u  m ake f r i e n d s  e a s i l y ?      Do you  k e e p  th e m ?
DCCUPATIGNAL DATA
f h a t  s o r t  o f  w o r k  a r e  y o u  d o i n g  now? 
t i n d s  o f  j o b  h e l d  i n  t h e  p a s t
Does y o u r  p r e s e n t  w o r k  s a t i s f y  y o u  [ i f  n o t ,  i n  w h a t  w a y s  a r e  y o u  d i s s a t i s f i e d )?
A m b i t i o n s  : P a s t  __  _ _ _  _ _  ___________________
P r e s e n t  
hA R ITA L  H IS T O R Y
how l o n g  h a v e  y o u  b e e n  m a r r i e d ?
how l o n g  d i d  yo u  know  y o u r  h u s b a n d  b e f o r e  e n g a g e m e n t?  
h u s b a n d 's  a g e :
En w h a t  a r e a s  i s  t h e r e  c o m p a t i b i l i t y ?
En w h a t  a r e a s  i s  t h e r e  i n c o m p a t i b i l i t y ?
iow m any c h i l d r e n  h a v e  yo u ?
U e a s e  l i s t  t h e i r  s e x  a n d  a g e s ; __________________________
)o a n y  o f  y o u r  c h i l d r e n  p r e s e n t  s p e c i a l  p r o b l e m s ?
APPENDIX V; COGNITIVE FACTORS SCALE ; Gormally et al (1982)
Below are a number of statements. Please read each statement and tick 
the box on the right as you feel it applies to you.
Never 
true of me ;
1 I go on a diet, I eat 
lie or no food
3ve a great amount of 
L power when I start a 
but it seems to fade 
:kly
1 I start a diet# I say 
nyseif "I will have 
xlutely NO forbidden 
is"
sually get discouraged 
quit dieting if I haven't 
t any weight for a whole
1 I go on a diet, I try 
sliminate completely 
is that I really like 
sat
1 I start a diet, I 
j it best to set very 
h goals
1 I diet I tend to eat 
y little food rather than 
low calorie substitute 
ds
n I catch myself bending 
breaking a diet I usually 
ahead and eat even more
her than eat any fattening 
ds I like, when I diet I 
to completely eliminate
the past. I’ve followed 
cial diets which offer 
ck weight loss
Rarely 
true of me
Sometimes 
true of me
Usually I Always 
true of me true of me
Never 
true of me
Rarely 
true of me
len I em dieting, I make 
:re that I am very strict 
Lth myself
len I go on a diet, I like 
) lose weight quickly
have gone on extpane diets 
) lose weight for special 
rents e,g. weddings, after 
lich I usually regain the 
light loss quickly
don't persist very long 
I diets that I set up for 
self
Sometimes 
true of me
Usually 
true of. me
Always 
true of
I X
APPENDIX VI: THE EATING PROFILE
A. DEVELOPMENT OF BINGE EATING PROBLEM
1. Approximately how old were you when you
(a) first felt the need to diet?
(b) First dieted?
Years
Years j
2. What, approximately was your weight when you first decided to diet?
stones
3. What weight did you want to be when you first 
started to diet? stones
4. List the different groups, clubs, doctors or other people that you 
have been to for help with your weight problem.
5; List the different kinds of diet (or other methods) you have used to 
help you lose weight.
6. Have you ever reached your **goal” weight? ! Yes | No
7. Approximately how old were you when binge eating first became a 
real problem for you?
S .
Years I
At that time in your life when binge eating first became a real 
problem, were there any special circumstances in your life which 
occurred which you feel were responsible for it becoming a
problem? I Yes j No
If yes, please summarise circumstances
X
9. What was your weight when binge eating first became a real problem
for you?----------------------------------------- ,---------------- r
stones
10. Before binge eating became a real problem for you, how would you 
describe your eating habits?
(attempt to fit your answer into one of the categories below)
I ! Cannot say
I i Rarely was aware of what I ate
i I Restricted what I ate, even though I was hungry.
I j Ate when I was hungry
I I Ate when I was hungry and at other times too.
I i Ate fairly continuously
I I Seemed to be eating all the time 
I I Other (specify)
B. CURRENT EATING PATTERNS
1. Which of the following categories best describes the way that you are 
eating now? (over the past two months or so).
Tick one.
(i) Fasting (or eating less than 400 calories per day)
(ii) Fasting (or eating less than 400 cals . per day) + bingeing
. Strict diet (450-1300 cals. per day) elng
(iv) Strict diet (450-1300 cals. per day) + bingeing
(v) Being careful (1350-2000 cals. per day)
(vi) Being careful (1350-2000 cals. per day) + bingeing
(vii) Eating what I want
(viii) Eating what I want and bingeing
(ix) Eating too much all the time
(x) Eating too much all the time and bingeing.
2. About how often (on average) do you binge? (tick the one closest 
to you.
(i) Several times a day
(ii) Usually once a day
(iii) Several times a week
(iv) Approximately once a week
M Approximately once a fortnight
(vi) Once a month
(vii) Rarely
3. When you binge how long does the binge last? (on average)
4. What is the longest eating binge you have ever had?
How would you describe the circumstances which mark the end of one 
of these eating binges? That is, what factors determine when you 
finally stop eating?
C. FACTORS ASSOCIATED WITH BINGEING
1. Are there any days of the week when you are more likely to binge
than others? i Yes ; No j
1______ i______ I
If yes, (a) list days:
(b) Why do you think you are more likely to binge on those 
days?
2. Do you find that there are specific times of the day when you are more 
likely to binge than others? ;— :— —  i -
" . . . .  y g g  ' ' j  •" j\Jo
If yes,
(a) List times
(B) Why do you think you are more likely to binge at those
timos?
3. Do you find you are unable to stop eating once you have;
(a) Eaten a ’’forbidden” food 1 Yes ; Wo
I
(b) Eaten too much of ’'allowed” foods Yes 1 No
If yes to either or both: why do you think you are unable to stop 
once you have eaten a "forbidden” food or too much of an "allowed” 
one?
4 .
After bingeing have you ever had any of the following experiences?
(i) Nausea or vomitting (not self-induced) j Yes I No
i .
(ii) Pains in your stomach \ j |
Has bingeing, in your opinion, affected the way you live your life
in any way?
(Tick any which apply to you)
(i) Becoming a recluse
(ii) Refusing to eat in public
(iii) Finding it difficult to eat with others
(iv) Avoidance of social situations
(v) Disturbances with husband/boyfriend
(vi) Being distracted from work (at home, or paid)
(vii) Having a serious medical problem (specify)
(viii) Other (specify)
D. PERIODS OF DIETING
1. Before bingeing became a real problem for you, what was the longest 
period of time you successfully dieted?
(a) Never
(b) , . . Days ___ Weeks Months
What was the main reason for stopping your diet at this time?
2. Since bingeing became a real problem for you, what is the longest 
period of time you have successfully dieted?
(a) Never
(b)  Days   weeks  months
What was the main reason for stopping your diet at this tiLme?
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3. Sines bingeing first became a real problem to you, what is the 
longest period of time you have gone between binges?
(a) Never
(b)   days __  weeks  months
What would you say was the main reason for starting to binge again?
4. Have you had a period of successful dieting in the past six months?
Yes NO
If yes;
(a) What was the duration?
(b) What would you say was the main reason for starting 
a diet at this time?
(c) What would you say was the main reason for stopping 
your diet after this period of time?
E. FOOD PREFERENCES*
1. I am going to give you a set of cards, each of which has a kind of
food written on it. I am interested in getting àn idea of what
your favourite foods would be, if you had a free choice, and didn't 
have to consider calories or cost.
(a) First I want you to look at the cards, to get an overall
idea of the selection. Then, I want you to sort the cards into
two piles: put those cards in a pile on the left, if they
list a food that you would like to eat if you could have a
free choice (and didn’t have to pay for it or count the
caloriesI)
Put the cards on the right if they list a food which you do 
not like to eat when you are given a free choice of selection.
Now I want you to take the pile on the left, and arrange the 
cards in the order of your favourite choices. Put the card on 
the top which lists your most favourite food. Then sort the 
rest of the cards to represent your second, third and fourth choices 
and so on through the pile.
(First sorting)
See Appendix for all card sorts.
(b) Now I want you to sort the cards again, but this time into (on the
loft) those foods which you do eat when you binge, and on the right
those foods which you don’t eat when you binge.
Now I want you to take the pile on the left and arrange the cards
in the order of the foods which you most often eat when you are 
bingeing.
(Second sorting)
(c) Now, I want you to sort the cards for a third time, but this time
I want you to put into the pile on the left all the foods which you
feel are "forbidden" whan you are dieting. On the right I want you 
to make a pile of the foods which you allow yourself when you are 
dieting.
Now I want you to take the pile on the left and arrange the cards in
the order of that food which is most forbidden when you are dieting
and then sort the rest of the cards in the order of the most to the 
least forbidden foods.
(Third sorting)
F. CIRCUMSTANCES OF ^BINGEING
1. Eating Location (card sort)
I am going to give you a set of cards, each of which has a place or 
setting written on it where bingeing might occur. Sort the cards into 
two piles. Place in a pile on the left the setting in which you have 
binged at some time in the last six months; place in a pile on your 
right places in which you have not binged in the past six months.
Now, take the cards in the left pile, and order them according to where 
you have done your bingeing in the past six months. Put the card on 
top which lists the place where you have done most of your bingeing 
and the next most common place, and so on.
2. Social Settings (card sort)
I am going to give you another set of cards, which have the names 
of various people whom you may or may not binge in the presence of at 
various times.
Again, I would first like you to sort the cards into two piles, placing 
those cards in a pile on the left which list person(s) with whom you 
have binged at least some of the time in the last six months. Place 
in a pile on the right person(s) with whom you have not done any 
bingeing in the last six months.
Now, take the cards on the left and order them (from top to bottom) 
according to with whom you have done most of your bingeing in the 
past six months.
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Emotional Factors (Card sort)
On this third set of cards are u’iitten some emotions which you 
may or may not have experienced before you started a binge session.
I would like to again sort the cards into two piles. On the left 
pile place those emotions which you have felt just before bingeing
during the past six months. On the right place those cards which
do not describe emotions that you have felt before bingeing in 
the past six months.
Now, take the cards on the left and rank them with the most commonly
felt emotion on the top and so on.
G. REASONS FOR BINGE-EATING
1. In your own words, what is the main reason you binge?
2. Are there any other reasons why you binge which you consider 
important? If so what are they?
3. Do you have any inner thoughts or emotional feelings or things
within you as a person, which "trigger off" bingeing at a particular 
moment in time?
4. Are there any particular situations or set of events, things which 
happen in the outside world, which would be most likely to make you 
binge?
5.- Can you describe a situation or set of events which would be 
least likely to make you binge?
6, Are there any inner thoughts or emotional feelings, things within 
you as a person, which would be least likely to trigger off a 
binge?
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7. (a) When you are actually eating compulsively, what for you, is
the most positive or desirable effect of food? In other 
words, what is the thing yo« like best about food when you 
are bingeing?
(b) Are there any other positive or desirable effects which 
you get when you are actu%^ly bingeing?
(c) In terms of your life as a whole, what do you see as the 
most positive effects or consequences of your bingeing 
behaviour?
8. (a) When you are actually binge-eating what, for you, is the
most negative or undesirable effect of food? In other words, 
what is the thing that you like least about food when you are 
bingeing?
(b) Are there other negative or undesirable effects which you 
get when you are actually bingeing?
(c) In terms of your life as a whole, what do you see as the most 
negative effects or consequences of bingeing?
9. (a) When you are actually dieting successfully what, for you, is
the most positive or desirable effect of dieting? What is 
the thing you like best about dieting?
(b) Are there any other positive or desirable effects which you 
get when you are dieting?
(c) In terms of your life as a whole, what do you see as the 
most positive effects or consequences of dieting?
LO, (a) Whan you are actually die-l-I.vu successfully, what, for you, 
is the most negative or least desirable effect of dieting. 
In other words, what is the thing you like least about 
dieting?
(b) Are there any other negative or undesirable effects which 
you get when you are dieting?
(c) In terms of your life as a whole, what do you see as the 
most negative effect or consequence of dieting?
Card Sort ; Effects of Bingeing
I am interested in knowing more about what kinds of effects food
has on you when you are bingeing. I am going to give you another set
of cards with different possible effects of bingeing written on them.
I would like you to sort these cards into two piles. Place those cards 
in a pile on the left, if they describe effects that food has on you
while you are actually bingeing. Place the cards on the right if they do
not describe the effects that food has on you while you are actually 
bingeing.
Now, looking at the cards you have chosen, I want you to chose
the five cards which represent the five most accurate descriptions of
effects which are true for you when you are bingeing. Now would you rank
those five cards, with the most true effect on top and the least true
effect on the bottom.
Card Sort s Effects of Dieting
(same as Effects of Singeing)
Card Sort ; Effects of a slip
(same as Effects of Bingeing).
EVENTUAL OUTCOME
1. Below are four statements of possible outcomes for your weight 
and eating problem. I want you to rank them in order of 
preference - putting a "1" by the most preferred outcome, and a 
"4" by the least preferred outcome.
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10.
I  w o u l d  l i k e  t o  b e  a b l e  t c  a v o i d  a l l  my " F o r b i d d e n "  f o o d s .
I  w o u l d  l i k e  t o  b e  a b l e  t o  g a t  a  f e w  f o o d s  t h a t  a t  p r e s e n t  
a r e  " f o r b i d d e n " .
I  w o u l d  l i k e  t o  e a t  a m o d e r a t e  n u m b e r  o f  f o o d s  t h a t  a t  
p r e s e n t  a r e  " f o r b i d d e n " .
I  w o u l d  l i k e  t o  be a b l e  t o  e a t  a l l  my " f o r b i d d e n "  f o o d s  
f r e e l y .
2 .  I n  y o u r  own w o r d s ,  how w o u ld  y o u  d e f i n e  b i n g e i n g ?
3 .  W o u ld  y o u  s a y  t h a t  y o u  a r e  a  b i n g e r ?  ! Y e s  ! No
I f  y e s ,  w o u l d  y o u  s a y  y o u r  p r o b l e m  i s  ( t i c k  o n e )
M i l d  Q
M o d e r a t e  [ ]
S e v e r e
4 .  I f  y o u  c o u l d  h a v e  o n e  w is h  a s s o c i a t e d  w i t h  f o o d  a n d  e a t i n g ,  w h a t  
w o u l d  y o u  w is h  f o r ?
XIX
(i)
APPENDIX
CHECK L I S T  FOR CARD SORTS
1. Food Preferences/Favourite Foods/Binge Foods/Forbidden Foods
C h o c o l a t e
S w e e t s
C h o c o l a t e  b a r s  ( e . g .  M a r s )
S u g a r
C a k e s
B i s c u i t s  ( s a v o u r y )
S w e e t  p i e s  a n d  p a s t r i e s  
P u d d i n g s  a n d  d e s e r t s  
S a v o u r y  p a s t r i e s  a n d  p i e s  
C r i p s / s a v o u r y  n i b b l e s  
N u t s
I c e - c r e a m
F r u i t
B r e a d
P o t a t o e s / c h i p s  
V e g e t a b l e s  ( c o o k e d )
C rea m
B u t t e r / m a r g a r i n e
M i l k / m i l k  s h a k e s
C o n d e n s e d  m i l k
Y o g u r t
C h e e s e
M e a t
D e l i c a t e s s e n  m e a t  
F i s h
C e r e a l s  ( e . g .  m e u s e l i )  
P a s t a / r i c e  
S a l a d  v e g e t a b l e s  
B i s c u i t s  ( s w e e t )
R e s t a u r a n t  f o o d s  ( s p e c i f y )  
T a k e  a w a y  f o o d s  ( s p e c i f y )  
O t h e r s  ( s p e c i f y )
2 .  E a t i n g  L o c a t i o n
  R e s t a u r a n t
___ I n  y o u r  own home
  I n  o t h e r  p e o p l e d s  h om es
  W h i l s t  d r i v i n g
Any a d d i t i o n a l  p l a c e s :
A t  w o r k
P r i v a t e  c l u b  ( s o c i a l ,  s p o r t s )  
S o c i a l  e v e n t s  ( p a r t i e s ,
d a n c e s ,  e t c . )
O u t  o f  d o o r s
3 .  E m o t i o n s  b e f o r e  E a t i n g  / A f t e r  b i n g e i n g  a n d  w hen  d i e t i n g . / A f t e r  a  S lip
H a p p y _______  A n g r y  ------------- A f r a i d
R e l a x e d _____ S a d  -------------- N e r v o u s
P e a c e f u l _______  D e p r e s s e d  _______ T e n s e
C a lm _______  L o n e l y  _______ E x c i t e d
U n a f r a i d ____ F r u s t r a t e d ___________ R e s t l e s s
C o n f i d e n t * ____ I m p o t e n t " _______ ;___ G u i l t y *
(ii)
S e c u r e _____ B o d *
S u p e r i o r _______  I n s e c u r e
O u t g o i n g _______  I n f e r i o r
F r i e n d l y ____ _ __ W i t h d r a w n
S t r o n g _______  U n f r i e n d l y
G o o d * W eak
4 .  S o c i a l  S e t t i n g s  f o r  E a t i n g  
  I  b i n g e  a l o n e
  I  b i n g e  i n  t h e  p r e s e n c e  o f  my h u s b a n d / b o y f r i e n d
  I  b i n g e  i n  t h e  p r e s e n c e  o f  r e l a t i v e s  o t h e r  t h a n  my h u s b a n d
I  b i n g e  i n  t h e  p r e s e n c e  o f  f e m a l e  f r i e n d s  ( n o  m a l e s  p r e s e n t )
  I  b i n g e  i n  t h e  p r e s e n c e  o f  m a l e  f r i e n d s  ( n o  f e m a l e s  p r e s e n t )
  I  b i n g e  i n  t h e  p r e s e n c e  o f  f r i e n d s  o f  b o t h  s e x e s .
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APPENDIX V II;  TEE BINGE-EATING QUESTIŒNAIEE
I want you to think back to your last bimga......
Date
Time
What was the setting? (place, presence or absence of others)
"When I started to binge, the situation was as follows...*," 
(briefly describe the important features of the situation which 
resulted in bingeing).
What would you say was the main reason you binged?
Describe any steps that you took to prevent the binge.
Describe any inner thoughts or emotional feelings (things within you 
as a person that "triggered off" the binge at that time)
Describe any particular circumstances, or set of events, (things in 
the outside world) which triggered off the binge at that time.
(a) When you thought about bingeing at that time, what was the main 
reason that you thought about bingeing?
(b) Was it something to do with you, or something to do with the 
circumstances?
Totally about ^ 2 3 4 5 6 7 Totally about
circumstances me
(a) When you went ahead and binged at that time what was the main 
reason you went ahead and binged?
(fa) Was it something to do with you, or something to do with the 
circumstances?
Totally about 1 2  3 4 5 6 ?  Totally about
circumstances me
xxii
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B. Describe any inner thoughts or emotioaal filings (things within you 
f as a person) that brought about the end of your binge at that time;
k. Describe any particular circumstances* or sat of events (things in 
| : the outside wrorld) which brouÿt about the end of your binge at that
i time.
12* (a) When you stopped bingeing at that time, i^at was the main reason
for stopping bingeirg?
(b) Was it something to do with you or something to do with the 
circumstances?
Totally about ^ 2 3 4 5 6 7 Totally about
circumstances me
,3. After you had binged that time, what were your inner thoughts or 
emotional feelings about the binge?
4. How typical of other binges would you say this binge was?
(please tick one)
7 3  Very typical Q  Fairly typical [ 3  Not particularly typical
( I Not typical at all.
* I want you to think back to the last time you "slipped" (that is you 
broke your diet in a small way, but didn't go on to a binge).
Date
Time
!. What was the setting? (place, presence or absence of others)
;. *When I slipped, the situation was as follows......" (briqfly
describe the important features of the situation which led you into 
the slip).
i. What would you say was the main reason you slipped at that time?
X X l l l
3,
Describe any steps that you took to prevent the slip.
Describe any inner thoughts or emotional feelings (things within you 
as a person) that triggered off the slip end breaking of your diet at 
that time.
. Describe any particular circumstances, or set of events, (things in 
the outside world) which triggered the slip and breaking of your diet 
at that time.
(a) When you thought about slipping and breaking your diet at 
that time, what was the main cause of these thoughts?
(b) Was it something to do with you, or something to do with 
the circumstances?
Totally about 1 2  3 4 5 5 7 Totally about
circumstances me
• (a) When you went ahead and slipped at that time, what was the main
reason you went ahead and slipped?
(b) Was it something to do with you or something to do with 
circumstances?
Totally about 1 2  3 4 5 6 7 Totally about
circumstances me
3. Describe any inner thoughts or emotional feelings (things about you 
as a person) that prevented the slip from becoming a binge.
L. Describe any particular circumstances or set of events (things in the 
outside world) which prevented the slip from becoming a binge.
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12, (a) When the slip didn’t go on to become a binge at that time,
what was the main reason you didn't binge?
(b) Was it something to do with you or something to do with the 
circumstances?
; Totally about 1 2  3 4 5 6 7 Totally about
circumstances  ^ me
(a) Thinking back to when you slipped, which of the following best
I: describes your eating behaviour later that day?
(i) extreme denial (very strict dieting)
f ; j- (ii) return to normal diet
(iii) another slip
- r; (iv) a series of slips
(v) bingeing
(vi) other (specify)
(b) Following the slip, how long was it before you next binged''
(i) 2-3 hours
(ii) the same day
(iii) the next day
(iv) within a week
(v) longer than a week
(vi) I haven’t binged since.
14. When you slipped from your diet (but did not binge) what ware your 
inner thoughts or emotional feelings about having slipped?
15, How typical would you say this slip was of other slips when you 
didn't go on to binge (tick one)
n  very typical fairly typical Q  Not particularly typical
i f not typical at all
XXV
5.
Z.l. Now, finally, I want you to think back to the last time you thought 
about bingeing, but didn’t.
Date;
Time:
2. What was the setting? (place, presence ér absence of others)
3. When I thought about bingeing but didn’t, the situation was as
follows " (briefly describe the important features of the
situation which resulted in wanting to binge).
4« What would you say was the main reason you wanted to binge at this 
time?
5. Describe any steps you took to prevent the binge,
6. Describe any inner thoughts or emotional feelings (things within you 
as a person) that triggered off thinkirig about bingeing at that time
7. Describe any particular circumstances, or set of events (things in
the outside world) which triggered off thinking about bingeing at that time
8. (a) When you thought about bingeing at that time, what was the main
cause for thinking about bingeing?
(b) Was it something to do with you, or something to do with the 
circumstances?
Totally about 1 2  3 4 5 6 7 Totally about
circumstances f”®
6.
(a) When you decided not to binge at that time, it^at was the main 
cause of deciding not to binge?
(fa) Was it something to do with you or something to do with the 
circumstances?
Totally about i o ^ . c . « Totally about
circumstances J- ^  ï  o  o  7  ^e
10. Describe any inner thoughts or emotional feelings (things about you 
as a person) that prevented you from bingeing at that time.
11. Describe any particular circumstances or set of events (things in 
the outside world) which prevented you from bingeing.
12. (a) Thinking back to when you wanted to binge, but didn’t, which 
of the following best describes your eating behaviour later 
that day?
(i) Extreme denial (very strict dieting)
(ii) return to normal diet
(iii) a "slip"
(iv) a series of "slips"
(v) a binge
13. Following that desire to binge, when you didn't, how long was it 
before you next binged?
(i) 2 - 3  hours
(ii) the same day
(iii) the next day
(iv) within a week
(v) longer than a week
(vi) I haven’t binged since
14. When you wanted to binge but didn’t, what were your inner thoughts 
emotional feelings about not having binged?
15. How typical would you say this occasion when you thought about bingeing 
but didn’t was of other occasions when you thought about bingeing but 
didn’t?(tick one)
n  Very typical [ J  Fairly typical O  Not particularly typical
FT Not typical at all.
APPENDIX V U I: THE EATING DIARY
fe: Da y  No: NAME:
s d i a r y  i s  d i v i d e d  i n t o  f i v e  s e c t i o n s ;  A ,  B ,  C ,  D a n d  E .  I  w a n t  y o u  t o  a n s w e r  
t i o n  A [ p a g e s  1 a n d  2 ) ,  p l u s  o n e  f u r t h e r  s e c t i o n  ( y o u r  a n s w e r  t o  Q7 w i l l  i n d i c a t e  
ch s e c t i o n ) .
Section a
1 y o u  g o t  up t h i s  m o r n i n g ,  a p p r o x i m a t e l y  how m any c a l o r i e s  d i d  y o u  p l a n  t o  e a t ?  __
m any c a l o r i e s  d i d  y o u  e a t  t o d a y ?  _______
s a t i s f i e d  a r e  y o u  a b o u t  t h e  a m o u n t  y o u  a t e  t o d a y ?  [ C i r c l e  o n e )
/ F a i r l y
S a t i s f i e d
N e i t h e r  S a t i s f i e d  F a i r l y  V e r y
n o r  D i s s a t i s f i e d  D i s s a t i s f i e d  D i s s a t i s f i e dL s f i e d
l i k e l y  do y o u  t h i n k  i t  i s  t h a t  y o u  w i l l  k e e p  t o  y o u r  d i e t  t o m o r r o w ?  [ C i r c l e  o n e )
/  F a i r l y
3 l y  L i k e l y
N o t  S u r e F a i r l y
U n l i k e l y
V e r y
U n l i k e l y
Dw a r e  some s t a t e m e n t s ,  w h i c h  I  w o u ld  l i k e  y o u  t o  a n s w e r  a c c o r d i n g  t o  how y o u  
L a t  t h e  m o m e n t .
3ve a  g r e a t  a m o u n t  o f  w i l l -  
2r  w hen  I  s t a r t  a  d i e t ,  b u t  i t  
IS t o  f a d e  q u i c k l y
1 I  g o  on a d i e t ,  I  l i k e  t o  
i w e i g h t  q u i c k l y
m ' t  p e r s i s t  v e r y  l o n g  on  
:s t h a t  I  s e t  up f o r  m y s e l f
I I  c a t c h  m y s e l f  b e n d i n g  o r  
i k i n g  a  d i e t  r u l e ,  I  u s u a l l y  
(h e a d  a n d  e a t  e v e n  m o re
l u a l l y  g e t  d i s c o u r a g e d  a n d  
: d i e t i n g  i f  I  h a v e n ' t  l o s t  
w e i g h t  f o r  a w h o l e  w e e k
N e v e r  
T r u e  
O f  Me
R a r e l y  
T r u e  
O f  Me
S o m e t im e s  
T r u e  
O f  Me
U s u a l l y  
T r u e  
O f  Me
A l w a y s  
T r u e  
O f  Me
-
; r i b e  a n y  i n n e r  t h o u g h t s  o r  e m o t i o n a l  f e e l i n g s  [ t h i n g s  w i t h i n  y o u  a s  a  p e r s o n )  
made t o d a y  g e n e r a l l y  a  g o o d  o r  b a d  d a y .
c r i b e  a n y  p a r t i c u l a r  c i r c u m s t a n c e s  o r  s e t  o f  e v e n t s  [ t h i n g s  i n  t h e  o u t s i d e  w o r l d )  
t  m ade t o d a y  g e n e r a l l y  a g o o d  o r  b a d  d a y .
X X V l l l
Section B
Answer This  Section Only I f You Ticked 7a
D e s c r i b e  a n y  i n n e r  t h o u g h t s  o r  e m o t i o n a l  f e e l i n g s  [ t h i n g s  w i t h i n  y o u  a s  a p e r s o n ,  
t h a t  s t o p p e d  y o u  f r o m  t h i n k i n g  a b o u t  e i t h e r  b i n g e i n g  o r  b r e a k i n g  y o u r  d i e t  t o d a y
D e s c r i b e  a n y  p a r t i c u l a r  c i r c u m s t a n c e s  o r  s e t  o f  e v e n t s  [ t h i n g s  i n  t h e  o u t s i d e  w o r l d  
t h a t  s t o p p e d  y o u  f r o m  t h i n k i n g  a b o u t  e i t h e r  b i n g e i n g  o r  b r e a k i n g  y o u r  d i e t  t o d a y .
W r i t e  down o n e  m a in  r e a s o n  why y o u  d i d n ' t  t h i n k  a b o u t  e i t h e r  b i n g e i n g  o r  b r e a k i n g  
d i e t  t o d a y .
Was t h a t  r e a s o n  s o m e t h i n g  a b o u t  y o u  o r  s o m e t h i n g  a b o u t  t h e  c i r c u m s t a n c e s .
1 2 3 4 5 6 7T o t a l l y  a b o u t  
c i r c u m s t a n c e s
T o t a l l y  a b o u t  
me
D e s c r i b e  a n y  t h o u g h t s  o r  a c t i o n s  t h a t  y o u  d e l i b e r a t e l y  u s e d  t o  s t o p  y o u r s e l f  f r o m  
t h i n k i n g  a b o u t  e i t h e r  b i n g e i n g  o r  b r e a k i n g  y o u r  d i e t  t o d a y .
Do y o u  f e e l  [ a t  t h e  m o m e n t)  a n y  o f  t h e  f o l l o w i n g ?  [ C i r c l e  t h o s e  y o u  f e e l )
h a p p y
r e l a x e d
p e a c e f u l
c a l m
u n a f r a i d
c o n f i d e n t
a n g r y
s a d
d e p r e s s e d
l o n e l y
f r u s t r a t e d
i m p o t e n t
a f r a i d
n e r v o u s
t e n s e
e x c i t e d
r e s t l e s s
g u i l t y
s e c u r e
s u p e r i o r
o u t g o i n g
f r i e n d l y
s t r o n g
g o o d
i n s e c u r e
i n f e r i o r
w i t h d r a w n
u n f r i e n d l y
w e a k
b a d
H a v e  y o u  d o n e  a n y  o f  t h e  f o l l o w i n g  t o d a y ?  [ T i c k  a n y  y o u  d i d )
a )  S t a r v e d  t o d a y
b )  B e en  e x t r a  s t r i c t  t o d a y
c )  S k i p p e d  a m e a l
A ny  o t h e r  c o m m e n ts :
d )  V o m i t t e d
e )  T a k e n  l a x a t i v e s
End Of Section B
î y o u  h a d  d e c i d e d  n o t  t o  b r e a k  y o u r  d i e t  o r  b i n g e  d i d  y o u  f e e l  a n y  o f  t h e  
.o w in g ?  ( C i r c l e  a n y  y o u  f e l t ]
>y
ixed
; e f u l
1
r a i d
i d e n t
a n g r y
sad
d e p r e s s e d
l o n e l y
f r u s t r a t e d
i m p o t e n t
a f r a i d
n e r v o u s
t e n s e
e x c i t e d
r e s t l e s s
g u i l t y
s e c u r e
s u p e r i o r
o u t g o i n g
f r i e n d l y
s t r o n g
g o o d
i n s e c u r e
i n f e r i o r
w i t h d r a w n
u n f r i e n d l y
w e a k
b a d
IT y o u  t h o u g h t  a b o u t  b r e a k i n g  y o u r  d i e t  o r  b i n g e i n g ,  d i d  y o u  do  a n y  o f  t h e  
o w in g ?  ( T i c k  a l l  t h o s e  y o u  d i d ]
S t a r v e d  f o r  t h e  r e s t  o f  t h e  d a y  
E x t r a  s t r i c t  f o r  t h e  r e s t  o f  t h e  d a y  
S k i p p e d  t h e  n e x t  m e a l
W en t  b a c k  t o  my d i e t  f o r  t h e  r e s t  o f  t h e  d a y
V o m i t t e d
T o o k  l a x a t i v e s
o t h e r  c o m m en ts  a b o u t  t o d a y ;
End Of Section  C
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Bscribe any thoughts or actions that you deliberately used to prevent yourself
rom bingeing after breaking your diet.
rter you had broken your diet did you feel any of the following? 
Lrcle those you felt)
3ppy
slaxed
zaceful
a i m
lafraid 
Dnfident
angry
sad
depressed
lonely
frustrated
impotent
afraid
nervous
tense
excited
restless
guilty
secure
superior
outgoing
friendly
strong
good
insecure
inferior
withdrawn
unfriendly
weak
bad
-ter you broke your diet, did you do any of the following? 
rick all those you did)
I Starved for the rest of the day
I Extra strict for the rest of the day
I Skipped the next meal
I Went back to my diet for the rest of the day
I Didn't try to compensate 
I Vomitted
I Took laxatives
I Other (specify)
ly other comments about today:
End Of Se c t io n  D
XXXIV
scribe any thoughts or actions that you deliberately used to stop the binge
ter you had binged, did you feel any of the following? 
ircle those you felt)
ppy
laxed
aceful
Im
afraid 
nfident
angry
sad
depressed
lonely
frustrated
impotent
afraid
nervous
tense
excited
restless
guilty
secure
superior
outgoing
friendly
strong
good
insecure
inferior
withdrawn
unfriendly
weak
bad
ter you had binged, did you do any the of the following? 
ick all those you did)
Starved for the rest of the day 
Extra strict for the rest of the day 
Skipped the next meal
Went back to my diet for the rest of the day
Didn’t try to compensate
Vomitted
Took laxatives
Other (specify)
y other comments about today:
End Of Se c t io n  E
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APPENDIX IX; CATEGORIES FOR CLASSIFICATiasr OF RELAPSE EPISODES
1. Intxapersonal/Envircanmerital Determinants
a. Coping with. Negative Bnotional States
Determinant involves coping with a negative (unpleasant) emotional 
state, mood, or feeling.
1. Coping with Frustration and/or Anger
Determinant involves an e^ qperience of frustration (reaction to 
a blocked goal-directed activity), and/or anger (hostility, 
aggression) in terms of the self or sane nonpersonal environmental 
event. Includes all references to guilt, and responses to dsnands 
("hassles" ) from environmental sources or from within the self 
'Which are likely to produce feelings of anger.
2. Coping with Other Negative Snotional States
-Determinant involves coping with emotional states other than 
frustration/anger, vAiioh are unpleasant or aversive, including 
feelings of fear, anxiety, tension, depression, loneliness, sadness, 
boredom, worry, apprehension, grief, loss and other similar 
dysphoric states. Includes reactions to evaluation stress 
(examinations, promotions, public speaking, etc) eitployinent and 
financial difficulties, and personal misfortune or accident.
b. CoDincr_with Necrative Phvsical/Phvsiolocrical States.
Determinant involves coping with unpleasant or painful ^ ysical or 
physiological reactions.
1. Coping with Physical States Associated with Prior Substance Use
Coping with physical states Wiioh are specifically associated with 
prior use of drug or substance, such as "withdrawal agony" or 
"physical craving" associated with withdrawal (Note: references to 
"craving" in the absence of withdrawal are classified under Section 
E below).
2. Coping with Other Negative Physical States
Coping with pain, illness, injury, fatigue, specific disorders 
(eg. headache, menstrual crairps, etc) vtoch are not associated with 
prior substance use.
c. Enhancement of Positive Emotional States
Use of substance to increase feelings of pleasure, joy, freedom.
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celebration, etc. (as Wien traveling, or on vacation, etc. ) 
Includes use of substance for primarily positive effects eg. to 
"get high", or to experience the enhancing effects of a drug.
d. Testing Personal Control
Use of substance to "test" one's ability to engage in controlled 
or moderate use: to "just try it cnce" to see Wiat happens;
or in cases in Wiich the individual is testing the effects of 
treatment or a ccranitment to abstinence (including tests of "will 
power").
e. Giving in to Temptation or Urges
Substance use in response to "internal" urges, temptations, or 
other protptings. Includes references to "craving" or intense 
subjective desire, in the absence of interpersonal factors.
(Note: references to "craving" Wiich are associated with
prior drug use or withdrawal are classified under Section B-1 
above)
1. In the Presence of Substance Cues
Use occurs in the presence of cues associated with substance use 
(eg. running across a hidden bottle or pack of cigarettes, passing 
by a bar, seeing an ad for cigarettes, etc.) (Note: Wiere 
other individuals are using the substance, refer to Category 11-B 
below).
2. In the Absence of Substance Cues
. .Bëre, the urge or taiptation cones "out of the blue" and is 
follcKmBd by the individual's attempt to procure the substance.
11. Interpersonal Determinants
a. Coping with Interpersonal. Conflict
Coping with a current or relatively recent conflict associated with 
any interpersonal relationship, such as marriage, friendship, 
family patterns, employer-eiployee relations.
1. Coping with Frustration and/or Anger
. Determinant involves frustration (reaction to blocked goal-directed 
activity), and/or anger (hostility, aggression) stemming from an 
interpersonal source. Ehphasis is on any situation in Wiich the 
person feels frustrated or angry with scraecne, including involvament 
in arguments, disagreements, fights, jealousy, discord, hassles, 
guilt, etc.
2. Coping with Other Interpersonal Conflict
Determinant involves coping with conflicts other than frustration
X X X V l l l
and anger stemming frcm an interpersonal source. Feelings such 
anxiety, fear, tension, worry, concern, apprehension, etc. Wiich 
are associated with interpersonal conflict, are examples. Evaluation 
stress in Wiich another. person or groi:p is specifically mentioned 
would be included.
b. Social Pressure
Determinant invloves responding to the influence of another 
individual or group of individuals Wio exert pressure (either direct 
or indirect) on the individual to use the substance.
1. Direct Social Pressure
There is direct contact. (usually with verbal interaction) with 
another person or group Wio puts pressure on the user or Wio si:pplies 
the substance to the user (eg. being offered a drug by someone 
or being urged to use a drug by someone else). Distinguish from 
situations in Wiich the substance is obtained frcm someone else 
at the request of the user (Wio has already decided to use).
2. Indirect Social Pressure
 Responding to the observation of another person or groi:p Wio are
using the substance or Wio serve as imodels of substance use for the 
user... .. (If the.model(s) puts any direct pressure on the individual 
to use the substance, it should be categorized under 11-Bl above. )
c. Enhancement of Positive Emotional State
Use of substance in a primarily interpersonal situation to increase 
feelings of pleasure, celebration, sexual excitement, freedom, 
etc. Distinguish from situations in Wiich the other person (s) is 
using the substance prior to the individual's first use (classi:fy 
these under Section 11-B above).
xxxix
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